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Lupus vulgaris does not belong to the common diseases. 
Stiihmer thinks that in Germany the frequency of patients 
with lupus vulgaris (present or cured) is about 1 per 1,000 
inhabitants. The incidence is much the same in Denmark, 
where from a population of about three millions we 
receive some 100 new cases each year. 

The serious character of the disease is due to the 
following features: (1) its extremely chronic course— 
patients who have once contracted lupus hardly ever 
get rid of it without treatment ; (2) the fact that it 
attacks young persons, spoiling the years of their youth 
and marking them for the rest of their life ; and (3) its 
localization, in a great majority of cases, to the face, 
where it produces permanent and markedly disfiguring 
destruction of tissues, often so extensive that even if 
the disease itself is cured the tracks it leaves behind 
are so unsightly as considerably to handicap the patient 
in obtaining employment. 


General Features of the Disease 

Lupus, as is well known, may arise in three different 
ways. (1) By direct inoculation, which is rare and only 
of slight practical significance, as the lesions produced 
in this way are generally small, benign, and most often 
localized to the hands, where they are comparatively 
easy to cure. (2) By extension, as a rule in one of the 
following three ways: (a) from suppurating lymph- 
adenitis involving the skin, most often from cervical or 
pre-auricular lymph glands ; (b) from colliquative tuber- 
culosis involving the skin—this is seen most often in 
children ; and (c) around a_ tuberculous fistula—for 
example, tuberculous osteitis, arthritis, etc. (3) By 
haematogenous (or lymphogenous) transplants from tuber- 
culous foci elsewhere in the body (lungs, lymph glands, 
or mucous membrane of the nose) ; this latter is by far 
the most prevalent. 

From these facts it obviously follows that the most 
rational procedure for the prevention of lupus is to combat 
the spread of tuberculosis as a whole. To this end main 
stress should be laid on reduction of the number of in- 


fection-carrying persons rather than on the treatment of | 


the individual tuberculous patients. It is not persons 
infected with a clinically serious form of tuberculosis— 
for example, pulmonary tuberculosis—who develop lupus ; 
on the contrary, these patients seem to be fairly immune. 

On going through the data in respect of all new lupus 
patients admitted to the Finsen Institute during the 
decade of 1922-31, we have found that out of a total of 


757 patients (224 men, 533 women) only twenty-six | 


showed signs of active tuberculosis. 
mainder, fifty-five showed signs of old tuberculosis, 

* Read in opening a discussion in the Section of Dermatology 
at the Annual Meeting of the British Medical Association, Bourne- 
mouth, 1934. 


Among the re- | 


eighteen others showed areas of calcification in the hilar 
glands only, forty-five gave a past history of pleurisy, 
and a good many (250) had had cervical adenitis. It 
should be mentioned, however, that x-ray examination 
has not been made systematically, but only in a com- 
paratively small number of cases, where there was par- 
ticular reason for doing so. Consequently, it may be 
that latent tuberculous processes giving no symptoms 
have been overlooked in a_ considerable number of 
cases, though there cannot have been missed many cases 
of florid phthisis, as nearly all patients were under the 
closest observation in the hosp‘tal. 

Prophylaxis.—Tuberculosis prophylaxis has two aspects 
—human tuberculosis and bovine tuberculosis. In pul- 
monary tuberculosis 97 per cent. of the cases are due to 
the human type of tubercle bacilli, and here the prophy- 
lactic measures must be isolation and treatment of open 
infectious cases. In tuberculous adenitis, which in about 
80 per cent. of the cases are due to bovine infection, the 
prophylactic measures must be directed especially at 
milk control. 


As to the aetiology of lupus vulgaris, our investigations 
at the Institute have demonstrated the infection to be bovine 
in about 40 per cent. of the cases. Dr. K. A. Jensen of 
the State Serum Institute, Copenhagen, has been kind enough 
to type-determine the tubercle bacilli in thirty-one cases of 
lupus vulgaris. Eighteen showed the human type, twelve 
the bovine type, and one a dysgonic human type. A_par- 
ticularly striking feature in these findings was the fact that 
a majority of the isolated strains—twenty-one—showed more 
or less attenuation of the virulence (ten human, ten bovine, 
cone dysgonic human), whereas only five were found to be 
of normal virulence (three human, two bovine). In the 
remaining five strains, all human, the virulence has not yet 
been determined. 


We have not been able to demonstrate any difference 
between the course of cases of lupus due to infection with 
the human type and cases due to bovine infection. In 
combating lupus it is essential, therefore, to have in mind 
both forms of tuberculosis. It would take too long to 
enter into the details of this prophylactic work, especially 
as this. work falls largely within the domain of the chest 
specialist, school medical officer, and district medical 
officer. It will suffice here to establish that the occur- 
rence of lupus will be automatically reduced to the same 
extent as tuberculosis in general is reduced. 

Light Treatment.—So much for the prophylaxis. 
Fortunately therapy also enables us to do a great deal in 
the fight against lupus. In Denmark we estimate that 


we are able to cure about 80 per cent. of our patients— 
that is, make them free from symptoms—and to do that 
so thoroughly that they remain symptom-free for the 
rest of life, or at any rate for a number of years (vide 
Comptes rendus du VIII 
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1930). Our principal treatment consists in local Finsen 
treatment with concentrated carbon arc light, suppte- 
mented with carbon-are-light baths. It is a very rare 
event for a case of lupus to be of so malignant a nature 
that it is not improved by our light therapy. During 
thirteen years’ experience in the Finsen Institute, Copen- 
hagen, the writer has only seen two such cases. Both 
were in children ; the disease began in the nose and 
spread steadily in spite of thorough treatment. Lately, 
however, a new form of light treatment has been intro- 
duced, and it seems to be able to check the disease even 
in these two cases. Generally lupus is very amenable 
to Finsen light treatment, recovery being obtained in 
uie great majority of the cases, and a considerable im- 
provement in the remainder. In early cases with small 
lesions the percentage of recovery is practically 100. 
Consequently all efforts must be made to bring the 
patients under light treatment early in the disease, espe- 
cially as a temporary symptomatic treatment (corrosives, 
cauterization, etc.), such as is often given by physicians 
anxious to render immediate help, may make light treat- 
ment difficult because the scars formed hinder the pene- 
tration of the light. 

To ensure that patients come early under the Finsen 
light method of treatment it is essential to provide 
sufficient adequately equipped hospitals for such treat- 
ment. In Denmark, with its three million inhab:tants, 
the Finsen Light Institute has been found to afford 
ample accommodation. It has for this special purpose 
about fifty beds, twelve lamps of the Finsen-Lomholt 
type, and a similar number of carbon-arc-light baths— 
that is, six light baths for the daily treatment of about 
sixty patients for one hour each. The Institute can 
receive nearly all the fresh cases of lupus referred to it, 
can carry on the treatment to relative recovery, and can 
also manage the treatment of a not inconsiderable number 
of older patients whose earlier treatment has not resulted 
in complete recovery. We have been able to cure several 
of these latter patients as well, and in the rest we have 
obtained a definite improvement. 

Working of ‘‘ Light Stations.’’—Assuming that the 
frequency of lupus vulgaris is relatively the same in Great 
Britain as in Denmark, Britain would require about ten 
stations of a similar size to the Finsen Institute to combat 
the disease effectively. In the establishment of stations 
for treatment of lupus it is an indispensable condition 
that each station must have as medical superintendent 
an experienced and interested devmatologist to manage 
the treatment, and, in addition, a capable rhinologist to 
assist him. It is also important that the individual 
stations should not be too small. Each station should be 
large enough to collect sufficient clinical experience to 
ensure that in it diagnosis and treatment may be efficient. 

The therapeutic results achieved by these stations 
provide the best incentive to lupus patients to present 
themselves for treatment. For reasons not altogether 
accountable, most—or nearly all—lupus patients belong 
to the poor classes, and they are apt to lose courage if 
the first treatment to which they submit themselves does 
not give definite results. With their disfigured features 
they are so reserved that they do not even reappear in 
the clinic ; but, with the better prospects of cure offered 
by the light treatment, they come so freely that it may 
even be necessary to select the cases most suitable for 
treatment—that is, cases in which there are prospects 
of complete recovery. It may even be necessary tempo- 
rarily to turn away cases with particularly extensive 
lesions (mostly elderly persons) because they would 
require too much time and occupy the apparatus too long 
in relation to the possible result obtainable, and so 
hinder the treatment of younger patients with less exten- 
sive lesions. 
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The close co-operation of the general practitioner and 
dermatologist is of great importance to the success of 
the work of the stations. In instruction of dermatology 
at the medical school particular stress ought to be laid 
on the mention of lupus vulgaris. Lupus vulgaris, like 
tertiary syphilis, is a disease that is very frequently 
wrongly diagnosed, especially in its earlier stages, when 
the treatment is easy and gives most promise. It must 
be impressed upon the medical students that in dealing 
with any protracted stationary affection of the face they 
must always keep in mind the possibility of this disease, 
and, in case of the least suspicion, apply to an experienced 
colleague for assistance in diagnosis and treatment. As 
mentioned before, lupus is particularly frequent in the 
poorest classes of the population, perhaps partly because 
the disfiguring disease precludes these unfortunate persons 
from al! chance of employment. The lupus. stations 
must therefore co-operate with the physic:ans attached 
to institutions for the poor and disabled, with the medical 
district officers, with school medical officers and physicians 
attached to institutions for the care of children suffering 
from surgical tuberculosis. Lupus is of rare occurrence 
in sanatoria for adults with pulmonary tuberculosis. 
It is also important to arouse the interest of nurses en- 
gaged in charity work, municipal nursing, tuberculosis 
stations, etc. Most lupus patients have no regular family 
physician to consult, neither do they belong to. sick 
benefit clubs, and the charity nurses should be the best 
informed as to the existence of chronic lupus patients in 
need of treatment. 

There are two forms of treatment—general and local— 
and our experience shows that the local treatment. is 
still the most efficient of the two, although the general 
treatment is also of importance. 


Generai Treatment 

1. Dietetic Measures.—In recent years, particularly in 
Germany, extensive experiments have been made _ with 
certain forms of diet (Gerson, Hermannsdorffer-Sauer- 
bruck) which contain a large amount of vitamins and 
fresh vegetables, and pyactically no sodium chlor:de at all. 
Some authors have reported very good symptomatic 
results from this treatment, although real cure appears 
to be considerably less frequent. The results reported by 
other authors have been more modest. 

In the Finsen Institute, experimental treatment with 
this diet was given to forty patients, but without any 
noticeable effect. When the patients themselves were 
asked what was their personal impression only one replied 
that he had noticed any considerable improvement. Six 
thought there was some improvement, but the rest had 
noticed no change at all, or at the most only a very 
slight improvement. It is difficult to give any explana- 
tion of this, but possibly it is connected with the diet of 
the patients prior to their admission for dietetic treat- 
ment. Often the food of poor people is very monotonous, 
and it is particularly poor in green vegetables and_ vita- 
mins, the importance of which for the resistance of the 
organism to infections has been demonstrated clearly in 
recent vears. It is easy to understand that the condition 
of such patients improves when they are placed on a more 
suitable diet, but this does not warrant the diet being 
regarded as a specific remedy against tuberculosis, of 
assuming that a change in diet would be sufficient to 
effect complete recovery. 

In view of these experiences, however, we have in 
recent years given many of our patients supplementary 
food rich in vitamins in addition to the ordinary diet— 
particularly in cases with extensive processes of lupus 
vulgaris, where the general condition of the patient was 
debilitated. This supplementary vitamin food consisted 


of vitamin A (50 grams butter and two carrots), vitamins 
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Band E (two tablespoonfuls of wheat germ), and vitamin C 
(the juice of a lemon). With this diet we have obtained 
a considerably greater increase of weight in our patients 
than usual (about double). 

2. Light Baths.—Finsen was the first to observe that 
sun baths had an excellent effect on surgical tuberculosis. 
Unfortunately the climate in Denmark does not permit 
of an extensive treatment with sun baths, but the idea 
rapidly gained ground in other countries, especially in 
Switzerland (Bernhard, Rollier), where it gave excellent 
results. Later Reyn introduced a similar treatment with 
artificial light: the Finsen carbon-arc-light bath, given as 
a supplement to the classical local Finsen treatment cf 
lupus with concentrated carbon arc light. By this the 
therapeutic results in the Finsen Institute were improved 
considerably, and this combination of local and universal 
light treatment still remains the routine treatment in 
our Institute. It is our experience that the carbon arc 
light has a much stronger effect on lupus vulgaris than 
the mercury lamp. In recent years we have commenced 
to introduce a new type of lamp, the ‘‘ universol lamp ”’ 
in which the pure carbons are rep!aced by Siemens’s 
Schneeweisskohlen (‘‘ white flame carbons ’’), which give 
an emission resembling sunlight considerably more closely 
than does the emission from pure carbons. The carbons 
are placed almost parallel, so that the emission from both 
craters is utilized when the patients are irradiated in a 
horizontal position with the lamp suspended above them. 
With this lamp we obtain a much stronger erythema 
effect than previously, and the same, or even a better, 
therapeutic effect with a shorter time of exposure. Of 
course it is difficult to furnish any statistical proof of 
this, but several patients in whom the improvement 
seemed to have stopped under the original carbon-arc- 
light treatment made new progress with the new light 
baths. This was the case with the two before-mentioned 
cases which, as stated, proved refractory to the original 
treatment with the Finsen light bath. 

The light baths are to be given to the patients lying 
down, daily or every other day, in such initial doses as 
will produce a moderate erythema. The time of ex- 
posure is increased gradually from day to day, up to one 
hour as a maximum, care being taken to avoid a strong 
erythema uncomfortable to the patient. In case cf 
strong irritation it is advisable to make a short pause, 
and then begin anew with a smaller dose. The treat- 
ment should not be continued uninterruptedly for more 
than three months at the most, after which period there 
should be a pause for about one month. Then the light 
baths may be given again. We have never seen any 
injurious effects from our light baths, and this applies 
also to patients suffering from a simultaneous pulmonary 
tuberculosis. In pulmonary cases, however, greater 
caution is advisable so as to avoid any exhaustion of the 
patients by a too energetic treatment. In favourable 
cases complete recovery of lupus may be obtained by 
treatment with carbon-arc-light baths alone, as has been 
demonstrated previously by Heiberg and With. Not 
long ago I had occasion myself to make sure of this in 
one case, in a Swedish patient with an enormous plaque 
of lupus vulgaris on the face and numerous smaller lupus 
nodules on the legs—so many that it would have taken 
much too long a time to give local treatment. The lupus 
processes on the legs subsided almost completely under 
the light bath treatment. Subsequent histological 
examination of two small lupus lesions showed no sign 
of tuberculous granulation tissue. 


Local Treatment 


Local treatment is still the most important form of 
therapy, and comprises several highly effective methods. 


1. Surgical Removal.—Excision is the most sure and, 
if successful, the simplest method. It may be employed 
for very small lupus lesions on the face—though not very 
well where a lesion is located on the nose—and on the 
hands, and against most lupus processes on the trunk 
and extremities. The excision must include also a sur- 
rounding zone of definitely normal tissue. The result 
will most often be complete recovery, although recurrence 
is not altogether rare. To ensure a neat scar formation, 
and particularly when there is a tendency to hypertrophy 
of the scar, we give the patient an after-treatment with 
radium emanation of about 0.04 millicuries per square 
centimetre, applied in thin wax plates for a period of 
about sixteen hours at a time, and altogether four or 
five times at intervals of four weeks. Simple removal of 
the lupus process by scraping with a curette never leads 
to recovery, and should therefore never be resorted to. 

2. Electrocoagulation.—In recent years this treatment 
has been largely recommended, especially by German 
authors. It has the advantage that the risk of recurrence 
is less than with a simple excision ; on the other hand, 
the scars are not quite so neat after electrocoagulation 
as after excision. The treatment may be carried out 
either by compact destruction of the entire area involved 
—the method of choice with all small lesions—or by 
regular excision with a knife-shaped electrode or a bent 
band-shaped electrode, as recommended by Wucher- 
pfennig (Uber das elektrische Schneiden mit der Draht- 
schlinge, Jena, 1932). The open wounds are allowed to 
fill in by granulation, or their edges are pulled together by 
sutures. This method is quick and radical, and often 
gives fairly good results, but it must be clear that it 1s 
not an ideal method, as it often produces disfiguring 
scars. We have therefore refrained from its employment 
in most recent cases. In these we always prefer the 
light. On the other hand, we employ electrocoagulation 
a great deal in small local relapses in light-treated tissue 
that are found resistant to repeated treatment with light. 
After removal of the lupus lesion with electrocoagulation 
we often repeat the light treatment, and we have had 
quite satisfactory results from this combination. 

3. Scarification.—This form of treatment has _ been 
recommended, especially by French authors. We have 
had no personal experience with this method in our 
Institute, but it does not appear to be very effective. 

4. Chemical Corrosion.—The sovereign caustic for this 
purpose is pyrogallic acid, which Veiel proved to have 
an elective caustic effect on tuberculous granulat:on 
tissue. It is most efficacious when combined with salicytic 
acid and resorcin (vaseline, 11 parts ; pyrogallic acid, 3 ; 
salicylic acid, 3 ; and resorcin, 3). This is a very powerful 
caustic ointment, but a satisfactory effect may be ob- 
tained also with somewhat weaker concentrations. 


The procedure is as follows. The ointment is smeared on 
a piece of lint cut to fit the plaque to be treated and 
fastened by a tight bandage. The bandage is changed in 
the morning and in the evening, and each time as much 
of the destroyed tissue as possible is cautiously removed. 
The treatment may be rather painful, and as a rule is only 
tolerated for a few days at a time. When the treatment is 
discontinued the caustic ointment is replaced by an_ in- 
different soft ointment, or by a compress of 0.2 per cent. 
resorcin solution. 


Corrosive treatment is able to remove the main part of 
lupus tissue, even in large plaques, but complete recovery 
is rare. After some time new nodules make their appear- 
ance in the zone around the scar and in the scar itself. 
Further, the scar is apt to undergo hypertrophy and 
become rather disfiguring. A serious drawback to the 
corrosive treatment is that the massive scar tissue makes 
subsequent light treatment very difficult. If there is 
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any chance of having the patients treated with light one 
should not waste any time on a_ protracted corrosive 
treatment under which there may be heavy scar forma- 
tion. On the other hand, pyrogallol ointment may be 
employed with great advantage as a preliminary to light 
treatment in cases with extensive proliferating lupus 
plaques, removing rapidly and readily the main bulk of 
lupus tissue. But the local Finsen treatment should 
always be instituted immediately after. Corrosive treat- 
ment is indispensable in dealing with the verrucous form 
of lupus on the hands, being excellent for removal of 
the keratotic surface of the lesion, which it is hard 
for the light to penetrate. 

In England much use is made of a special remedy—liquor 
hydrargyri nitratis acidi, B.P., 1914. The solution is applied 
cautiously to the individual lupus nodules by means of a 
small cotton swab, and it is left on for a few minutes so 
that it produces a local corrosion. We have not had any 
personal experience with this treatment in lupus, but we 
employ the same remedy largely in the treatment of tubercu- 
lous abscesses and fistulas. In these conditions it is highly 
efficacious, superior to all other remedies. 

5. Local Light Treatment.—There are two methods for 
local light treatment. The Finsen treatment with con- 
centrated carbon arc light, and the Kromayer treatment 
with water-cooled mercury vapour light. The latter 
method of treatment is by far the easier and less expen- 
sive, but it is the general consensus of opinion that it is 
considerably inferior to the Finsen treatment, and _ there- 
fore it ought to be employed only where Finsen treatment 
is not available. 

For Finsen treatment, as carried out at the Finsen 
Institute, we now use exclusively our new model of the 
Finsen-Lomholt lamp, which has the advantage of being 
worked automatically, so that one nurse can operate 
three lamps at a time. This lamp, also, is considerably 
more effective than the original model. Its main points 
are as follows (for details see British Journal of Dermato- 
logy, 1930). 

I. A carbon are lamp of 20 to 30 amperes, with automatic 
regulation, and with the positive upper carbon in the hori- 
zontal and the negative carbon in the vertical position. 

Il. A concentration apparatus consisting of: (1) a strong 
plano-convex front lens (focus distance about 10 cm.) ; (2) a 
large quartz cylinder, the ends of which are formed by two 
plano-convex lenses melted into the walls of the cylinder, the 
cylinder being filled with a watery solution of cobalt sulphate 
(red) ; and (3) a cuvette filled with a blue solution of copper 
sulphate in strong ammonia, a strong plano-convex quartz 
lens forming the front side of the cuvette. 

Ill. A number of quartz tubes of different shapes, to be 
used for the compression of the lupus patch during the 
treatment. 

By using lenses of thermo-resistant quartz (fused instead 
of natural silica) it is practicable to place the luminous 
positive crater close to the concentration apparatus, and 
the use of coloured filters makes it possible at the same 
time to filter off the inactive luminous rays. By this 
the concentration of the ultra-violet rays is increased to 
four or five times the concentration obtained with the 
original apparatus, so that the irradiation time may be 
reduced to about one-third of the time formerly required. 
Thus one nurse can easily treat nine patients in the same 
time that it previously took to treat a singly patient. This 
naturally means a saving of time and money, and, in 
addition, the effect is stronger and more constant. Using 
carbon with a nickel core, a greater therapeutic effect 
is obtained, because it gives a considerably stronger 
emission in that part of the ultra-violet field which appears 
to be of particular importance for this therapeutic effect. 
This is in the field from 3,300 to 3,600 A.U. It is 
essential to clean the lupus lesion very carefully and 
cautiously before the treatment, removing all scales, 
crusts, and remnants of ointment, but avoiding any 


bleeding. A front piece is chosen which corresponds in 
size and form to the lupus area which is to be irradiated 
but the treatment must always include also a zone (about 
5 mm. wide) of the adjacent healthy tissue. The com. 
pression apparatus is adjusted to give a firm, fairly strong 
pressure, so as to cause an effective degree of anaemia in 
the area in question. Experiments on rabbits’ ears have 
shown that this is essential in order to obtain a good 
deep effect. Yet the treatment need never be painful 
to the patient, and ought not to be so. Only in rare 
cases with extensive open lesions may it be necessary 
to employ some local anaesthetic (2 to 4 per cent. cocaine 
or percaine solution). 

The treatment must be given in an orderly manner, 
beginning at one side of the lesion and proceeding 
systematically until the whole plaque is treated com- 
pletely. The physician in charge must follow the treat- 
ment from day to day, and direct what parts are to be 
treated and in what succession ; he must watch especially 
that one application joins another closely, so that no 
diseased tissue is missed. As a rule the nose is the first 
area to be treated, beginning with the vestibule when 
this is involved, as the treatment of this part will be 
painful it sensitive reactions are already brought about 
on the outside of the nose by preceding treatment. 
Similar rules apply to treatment of the inner surface of 
the lips. It goes without saying that the treatment of 
these parts should be carried out in co-operation with 
the rhino-laryngologist. In the case of an extensive lupus 
plaque involving both halves of the face the treatment 
must be managed so that the patient is able to rest 
comfortably on one side at night. A lasting good result 
can be obtained without pain. On the other hand, it is 
only natural, for the patient’s own sake, to make the 
treatment as intensive as possible. Occasionally it is 
advisable to cut down the irradiation time to three- 
quarters or half an hour—for instance, when the lesion 
is very extensive, or when the patient has been treated 
previously with x rays, after which the skin reaction is 
always particularly strong and painful, and slow in 
healing. 

The power of the current should as a rule be kept 
steadily at about 25 to 30 amperes. With this there are 
no difficulties with the usual front pieces. It happens 
now and then, however, that the patient complains of 
secondary pains from the reaction set up by the treat- 
ment in the large open plaques. If very intensive treat- 
ment is essential, such pains are unavoidable. These 
pains are never very severe, though they may weary 
the patient by being so protracted, but as a rule careful 
bandaging will reduce them to a minimum. The great 
majority of our patients do not complain of pain at all. 


Results of Light Treatment 

To obtain rapid healing it is very important. strictly 
to carry through a suitable treatment for the reactions 
that appear after irradiation. They heal fairly rapidly 
--in eight to fourteen days—when treated with moist 
compresses—for example, 0.2 per cent. resorcin solution. 
The compress consists of three to four layers of lint, cut 
exactly to the shape of the inflamed area, soaked with 
the solution, and wrung so hard that they remain only 
a little moist ; they are then covered with waterproof 
material or with a piece of lint smeared with ointment. 
The dressing is changed at least three times daily. If 
it is not practicable to change the dressing so often it 
will be preferable to apply an ointment bandage—for 
example, vaseline 40 parts, adip. lanae hydrat. 50, zinc. 
oxid. 10. secondary infection antiseptic—for 
example, precipitate of mercury 2 per cent.—is added. 
Silver nitrate is not to be used on account of the colour, 
neither in solution nor for ointment. Occasionally it 
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may be advantageous to use compress bandage and oint- 
ment bandage alternately, or to change from one to the 
other, according to what is most agreeable to the patient. 
In only quite exceptional cases will it be necessary to 
employ a local anaesthetic (cocaine, percaine). 

If the lupus plaque is ulcerated to begin with the 
ulcerated places must be treated directly. If the irradia- 
tion produces distinct haemorrhage the treatment of this 
area must be discontinued until the blood has been 
absorbed, as free blood in the tissue cannot be made to 
disappear by compression, and the ultra-violet rays are 
absorbed by haemoglobin. As a rule the treatment may 
be repeated after one to two weeks. In lupus of recent 
development our rule is always to give five to seven 
series of ivvadiations with an interval of eight to fourteen 
days as first treatment. Each series consists of a number 
of exposures lasting one hour and covering an area the 
size of, say, a shilling, until the whole patch has 
been irradiated. This will in most cases give complete 
recovery. In several cases we have seen healing after 
only three to four irradiations, but as it is exceedingly 
important to obtain complete recovery with the first 
treatment, five to seven treatments should be the normal. 
In the case of compact processes in which the lupus 
granulation tissue is particularly refractory to treatment, 
more applications are required. Relapses are more 
difficult to cure, because the rays have to pass through 
the scars formed after the previous affection and by the 
light treatment given. 

It cannot be emphasized strongly enough how im- 
portant it is to complete the treatment the first time. 
In most of the cases in which we have obtained a lasting 
cure recovery was obtained with the first treatment. 
The consequence of this is that in circumstances where 
a sufficient number of apparatuses are not available, the 
suitable cases must be carefully selected and treated 
thoroughly and completely before others are taken on. 
It is the worst economy imaginable to institute treat- 
ment on many cases which can be only half carried 
through, so that one has to fight in the following years 
with troublesome and persistent relapses. It is costly 
and burdensome both to doctor and to patient. 

The Finsen treatment may very well be carried through 
on out-patients. It is advisable, however, if possible, 
to admit to hospital patients with extensive lesions, 
especially if their general condition is poor. Only in a 
hospital is it practicable to ensure a perfectly effective 
treatment of such patients, for it is difficult to have 
large areas of light reactions treated properly outside the 
hospital. Where less extensive lesions require general 
treatment, such, for instance, as light baths, the patients 
should be admitted to hospital unless they live so near 
to the clinic that they can easily attend for treatment 
every day or every other day. In cases of small benign 
lesions, where the chief requirement is local treatment, 
it is best to admit the patients to the clinic for one or 
two days at intervals of two to three weeks. It is fortu- 
nately not essential that a lupus patient should be treated 
in an extensively equipped modern hospital, as only few 
lupus patients suffer from severe progressive tuberculosis. 
For rational and effective combating of lupus vulgaris 
it is of the very greatest importance that the patients 
should, through energetic propaganda, be made to apply 
for treatment in the very earliest stage of the disease, 
and should afterwards be kept steadily under close ob- 
servation by re-examination two or three times a year, 
so that any relapse that may appear can be treated 
effectively at once. 


Treatment of Lupus of Mucous Membrane 
With the original treatment of lupus vulgaris the 
most difficult point was undoubtedly the treatment of | 


lesions of the vestibule of the nose. This frequent 
localization, which is often the starting-point of relapses 
on the outside of the soft part of the nose, was previously 
treated by means of a quartz prism, constructed by K. K. 
Lundsgaard, through which the light was reflected on to 
the mucous membrane. But the effect of this treatment 
was often uncertain, because it was difficult to fix the 
prism apparatus in the proper position. Furthermore, 
the effect was always very weak, because the effective 
utilization of the rays was only slight—10 per cent. 
maximum. Even with an uninterrupted radiation lasting 
four hours the reaction was often quite weak. 

The new apparatus produced much better results from. 
this part of the treatment. The front piece to be used 
for the treatment of the vestibules is somewhat longer 
and more pointed than the forms used for skin treatment. 
The little surface which is to lie on the lesion is made 
oblique, and this gives an apparatus which may be intro- 
duced into the vestibule quite easily, and is readily 
adjusted to the surface of the mucous membrane by firm 
pressure on the outside of the nose, easily maintained 
by the patient himself during the treatment. With the 
new apparatus the intensity of the radiation was multi- 
plied. It is possible within fifteen to twenty minutes 
to get a constant and much stronger effect than could 
be obtained previously in four hours. The vestibular 
lupus was previously extremely difficult to cure, but now 
the cure is always easy. 

A longer and more slender model was constructed for 
use in the depth of the oral cavity, and even on the 
posterior wall of the fauces, but this required a modifica- 
tion of the concentration apparatus in order to obtain a 
longer focal distance. Through intimate co-operation 
with the oto-rhinologist of our Institute, Dr. Ove Strand- 
berg, we have been able in the last year to treat some 
cases of lupus of the gums and fauces—some of them 
very extensive lesions—and we have obtained a consider- 
able improvement, even clinical recovery, in cases which 
had previously been intractable. 

The above-mentioned front pieces are also very service- 
able in the treatment of lupus of the inner surface of 
the eyelids. Here, of course, it is essential to protect 
the cornea carefully from the light rays, and a very simple 
way of doing this is to wrap the front piece in several 
layers of guttapercha paper. 


Radium and X-Ray Treatment 


Radium and x rays have been widely used in the 
treatment of lupus vulgaris. They give a good transi- 
tory, symptomatic effect on the patch, but a definite 
cure is rare, and the result will after some years generally 
become that of a disfiguring atrophy with the well-known 
telangiectasia, irregular pigmentation, and even ulcera- 
tion ; not to mention the marked tendency to malignant 
degeneration. Very unfortunate is the difficulty created 
by this atrophy and reduced vitality of the skin for the 
treating of relapses of lupus vulgaris in the atrophic scar 
with light. The treatment becomes very painful, and 
the reactions after the light treatment heal but slowly— 
in months instead of weeks. The new Grenzstrahlea 
seem less dangerous than radium and ¥% rays, but a 
definite cure seems by their means equally difficult to 
obtain. 

Conclusion 

According to the scheme outlined above we have treated 
about 150 fresh cases of lupus vulgaris in the Finsen 
Institute, Copenhagen, during the last two years. Apart 
from a few extensive inveterate cases in patients who 
could not afford sufficient time for proper treatment, we 
have obtained apparent cure in nearly 80 per cent.—that 
is, all nodules and other symptoms of activity disappeared, 
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and the scars remained free from relapses. In the rest 
of the cases great improvement was obtained. Only a 
few scattered nodules reappeared in a scar otherwise free 
from lupus. Probably a repetition of the light treatment, 
combined perhaps with electrocoagulation, will succeed 
in removing in these cases, too, the last remnant of the 
disease, as was in fact found with a number of other 
inveterate cases which had proved refractory to previous 
treatment with the original Finsen apparatus. 

The two outstanding advantages of the Finsen treat- 
ment are its efficacy, and even more the ideal cosmetic 
results: soft, smooth, often hardly visible scars, which 
have preserved the full vitality and resistance of the 
natural skin without any disposition to atrophy, ulcera- 
tion, or malignant degeneration. 


THE EYES AS A CAUSE OF HEADACHE * 
BY 


ARTHUR GRIFFITH, M.B., F.R.C.S. 


SENIOR SURGEON, ROYAL EYE HOSPITAL ; SENIOR OPHTHALMIC 
SURGEON, WESIMINSTER HOSPITAL 


It is surprising to an ophthalmologist that physicians 
attach relatively so little importance to the eyes as a 
cause of headache. I have examined my notes of 1,000 
private cases, and I find that 24 per cent. of the patients 
came to me complaining of headache. Not every head- 
ache, however, is due to use of the eyes, and the oculist, 
faced with a patient complaining of headache, must 
determine, if he can, whether the headache is an ocular 
one or not. In this he may be greatly helped by the 
history which he obtains from the patient. 

First, as to the situation of the pain. Usually an 
ocular headache is frontal or orbital (‘‘ pain behind the 
eyes’); more rarely is it occipital or temporal, and 
almost never is it vertical. In the series of cases which 
I analysed, of 181 cases where the type of headache was 
noted 60 per cent. were frontal or orbital. Next the 
time of onset of the pain should be ascertained. Com- 
monly with ocular headache the pain’ comes on in the 
late afternoon or early evening—that is, at the end of a 
day's work. Sometimes a headache is present on waking 
in the morning, and it may be difficult to persuade the 
patient that this morning headache has been earned by 
misuse of the eyes on the preceding day. Of course, 
other headaches may be earned overnight, such as that 
which comes out of a whisky bottle, but the patient 
always recognizes this type, and will say that if he ever 
gets a headache he knows to what to attribute it. 

The delayed headache is probably due to the power of 
the healthy human being to ignore slight pain. It 1s only 
when he is tired, or when his control has been weakened 
by sleep, that he becomes conscious of pain. Sometimes 
patients will say that if, for any reason, they wake in 
the night, they find they have a headache. Another 
instance of delayed pain is the week-end headache ; the 
patient may be free from pain during the week, but on 
Sunday, although using his eyes less, he gets headache. 
One patient said that he had not time for a headache 
during the week. Association of the pain with use of the 
eyes may be so clear as to make it reasonably certain 
that we are dealing with ocular headache. 


Ciliary Muscle Contraction as Cause of Headache 


Although the pain of eye headache may radiate through 
any of the branches of the trigeminal nerve, the initial 


* Read in opening a discussion in the Section of Ophthalmology 
at the Annual Meeting of the British Medical Association, Bourne- 
mouth, 1934. 


cause is painful contraction of muscle. The muscles con. 
cerned may be the ciliary muscles, the extrinsic eye 
muscles, or the occipito-frontalis. If one doubts that 
contraction of the ciliary muscle can be painful one should 
put strong eserine drops into an eye ; the resulting pain 
may be severe enough to cause nausea. 

T he simplest case of pain from ciliary muscle contrac- 
tion is that of a hypermetrope with equal errors in the 
two eyes. Such a patient can only see clearly by con- 
tracting the ciliary muscles, and throughout his waking 
day they are in a state of tonic contraction, the con- 
traction being greater when close work is done. After 
prolonged close work these muscles tire, and the patient 
finds his sight varying, the type appearing alternately clear 
and confused. He may seek relief from this by stopping 
his work and gazing into the distance for some minutes, 
when he finds that he can continue to focus his work 
for a time. More frequently he discovers that by getting 
closer to his work, and so obtaining larger retinal images, 
he can appreciate it, in spite of confusion of vision, with 
less mental effort, but this diminution of mental effort 
is gained at the expense of accommodation and _ con- 
vergence, and a vicious circle is set up, which ends in 
headache or in breakdown of accommodation. Most 
children are guilty of the mental laziness which makes 
them read at too short a distance and so gain larger 
retinal images. The habit is accentuated by refraction 
errors and by imperfect lighting, and is one which should 
be combated constantly by teachers and parents. 

When the hypermetropia is of different degrees in the 
two eyes the ciliary muscles are presented with a more 
difficult task. Not only must the patient accommodate in 
order to see clearly, but he must accommodate to a 
different extent in the two eyes. Patients will often 
tolerate a considerable under-correction of their hyper- 
metropia or presbyopia better than a small imbalance ¢f 
accommodative effort in the two eyes. In correcting re- 
fraction errors it is of the greatest importance to get 
the two eyes balancing in this respect. 

In astigmatism there is introduced another abnormality 
of ciliary muscle contraction. If there is much astig- 
matism the ciliary muscle may make little or no effort 
to correct it, and there is no ‘‘ eye-strain ’’ and no head- 
ache. But if the degree of astigmatism is low or moderate 
the ciliary muscle contracts irregularly, more in some 
fibres than in those at right angles to them, and produces 
a lental astigmatism of opposite sense to the corneal 
astigmatism. Often enough the effort is overdone, and 
we find that a patient who, for instance, has a low degree 
of astigmatism ‘‘ with the rule,’’ chooses a_ cylinder 
“against the rule.’’ Low degrees of astigmatism often 
cause more severe headache than do high degrees, 
although the importance of correcting very small refraction 
errors has been exaggerated. 

More debatable is the question of ‘‘ eye-strain ’’ and 
headache being caused by contraction of the iris muscles. 
It is undoubted that the early cinema theatres were more 
productive of ‘‘ cinema headache ”’ than are the modern 
ones. Much of the improvement may be attributed to 
abolition of flicker and to reduction in the size of the 
screen, but another factor is that, whereas in modern 
cinema theatres a certain amount of general illumination 
is kept, in the old theatres the house was quite dark. 
Alternate gazing at the brilliantly lit screen and into 
surrounding blackness caused alternate contraction and 
dilatation of the pupils, and this may well have contri- 
buted to ‘‘ cinema headache.’’ In some of the newest 
cinemas the audience must traverse long corridors before 
reaching the theatre. One may be inclined to attribute 
this to love of display on the part of the management, 
or to ineptitude on the part of the architect, unless one 
observes that the illumination is gradually reduced as 
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one passes from: the brilliantly lit foyer to the dimly lit 
theatre. 

Before leaving the subject of ciliary muscle headaches 
I would refer to the fairly large group of composite head- 
aches in which the ocular part is only a fraction of the 
whole cause. 

As an instance, I would quote the case of a woman who 
consulted me for very severe and constant headache, which 
completely incapacitated her. She was taking enormous quan- 
tities of barbitone drugs with little relief. She had given up 
her work, and friends had taken her away on their yacht to 
try to improve her health, but she spent the whole time in 
bed, and returned as bad as ever. I corrected her refraction 
errors and ordered glasses. On wearing them she was free 
from headache for the unprecedented period of three weeks. 
Then began a clear association of the headache with her 
menstrual periods ; it returned a day or two before the onset 
of the period, passed off, and returned for three or four 
days after the period. I sent the patient to a physician, who 
treated her with appropriate endocrine preparations, with the 
resuit that she has hardly had a headache in over five years. 


Headaches Due to Extrinsic Muscle Abnormal'ties 

Here in Bournemouth, where Maddox lived and worked 
for over thirty years, it is appropriate to discuss the use of 
prisms. Headache caused by imperfect muscle balance 
can often be relieved by the discriminating use of prisms, 
but few things require greater judgement than their pre- 
scription. Even more than in correcting refraction errors 
must one avoid the error of over-correction. It is better 
not to order prisms than to order too strong ones. Not 
always can the same prisms be worn for distance and for 
near work. An esotrope with muscle imbalance suffic.ent 
to cause confusion and even diplopia in the distance may 
find his latent convergence rather a help in reading. 
Such a person, however, is liable to fall into the habit— 
a habit which is responsible for much ocular headache— 
of reading at too short a distance, and so overtaxing his 
accommodation. 

The movements of elevation and depression of the eyes 
are performed by a mechanism more complex than that 
used for the lateral movements, and it is perhaps for this 
reason that vertical heterophorias, although less common 
than lateral imbalance, are more productive of discomfort 
and headache ; it is especially these vertical errors which 
call for relief by prisms. As a rule, it is the less good 
eye which tends to deviate upwards, probably because the 
elevating muscles are stronger than the depressors. The 
factor which decides which eye shall tend to deviate :s 
usually the refraction, the eye with the more complicated 
Teraction error tending to rise. When there is little 
difference in refraction the hyperphoric eye is usually that 
which is not the ‘‘ master eye ’’: one might call it the 
“servant eye.’’ We are therefore correct in speaking, as 
we usually do, of a right or left hyperphoria, and not of 
hypophoria. 

As rough rules for the prescription of prisms for hetero- 
phoria Maddox suggested as maximal corrections two- 
thirds of the error in esophoria, one-half in exophoria, 
and two-thirds in hyperphoria. There can, however, be 
no fixed rules, and each case must be considered separ- 
ately. A plan which I have found of the greatest value 
is to make the patient gaze at a distant spot of light 
with coloured glasses before his eyes, red glass before the 
right eve and green before the left. If he says, whatever 
the finding with the Maddox rod may have been, that the 
red and green lights are mixed together, his heterophoria 
does not need correction by prisms. If, on the other 
hand, he sees the red and the green lights separate, one 
must find the weakest prism which will enable him to 
mix them. This prism is to be regarded as a maximum, 
which is not to be exceeded in the prescription. It may 


even be found that some still weaker prism will give 
the patient comfort when reading the test types with 


both eyes, making the letters appear steady instead of 
dancing and confused. In prescribing prisms, as in cor- 
recting refraction errors, over-correction must be avoided. 

It is said that the prescription of prisms for hetero- 
phoria is purely palliative and not curative, but this is_ 
not always true. It is true that patients who have been 
relieved by wearing prisms may, when they return a year 
or so later, be found to have more heterophoria than 
before, but one finds at least as frequently that the tired 
muscles have recovered some of their tone, and that we 
can reduce or abandon the prisms in the glasses. 


Occipital Headache 

The last group of eye headaches to which I will refer 
includes those which can often be relieved by the volition 
of the patient. Many patients suffering from eye-strain 
screw their lids together. This may be done, as in 
cases of myopia, to cut off diffusion circles by narrowing 
the palpebral fissures, but in other cases it would seem 
that the excessive innervation of the eye muscles over- 
flows into the orbicularis muscles. The frontales muscles 
are inserted into the upper lids, and they participate in 
the contraction, and as the frontales, on contracting, pull 
on the epicranial fascia the occipital muscles are pulled 
upon, and these, too, contract and cause occipital pain. 
This is not the only, nor perhaps the commonest, form 
of occipital headache. We shall hear from the neuro- 
logists of occipital pain arising in the meningeal branches 
of the trigeminal nerve and associated with changes in 
the meningeal vessels or with alterations in intracranial 
pressure. In a recent case of Lindau’s disease, in which 
I had been observing the angiomatosis of the retina, the 
first and only indication that the patient had developed 
a haemangioma of the cerebellum was the sudden appear- 
ance of severe occipital neuralgia. 

The occipital headache of eye-strain, however, seems 
clearly to be localized to the occipital muscles, ana to be 
relieved by pressing on them. It is a form of headache 
which is easily relieved by wearing suitable glasses. Much 
may be done for the patient by explaining to him that 
he is himself producing headache by screwing his lids and 
frowning, and that he must make himself conscious of the 
occasions on which he does these things and decide not 
to do them. 

I have intentionally omitted reference to the headache 
of gross eye disease, such as iritis and glaucoma, of nasal 
sinusitis, and also of nephritis, cerebral tumour, and 
hyperpiesis, diseases in which ophthalmologists are inter- 
ested by reason of the fundus changes which occur in 
them. I have confined myself to consideration of the 
headaches caused by misuse of the eyes, and of the ways 
in which we can relieve them. 


A memorial fund to the late Madame Marie Curie has 
been opened by the hospital in Hampstead which bears 
her name and operates as a centre for the radium treat- 
ment of cancer in women. The appeal is being simul- 
taneously launched in Paris and Warsaw. It has been 
thought -fitting that the money thus received should be 
most appropriately expended on extension of this hospital 
in which she was so deeply interested. A department for 
deep x-ray therapy has recently been added to supple- 
ment radium treatment and for certain cases which 
respond better to * rays alone. Already it is overtaxed, 
and many would-be patients have to be turned away 
owing to the lack of facilities. The growing number of 
applicants, and the fact that for most of these radio- 
therapy offers the only prospect of relief and cure, make 
it urgent that the contemplated extension should be under- 
taken as soon as possible, especially since the establish- 
ment of this institution was one of the tributes this great 
investigator appreciated most highly during her life. Con- 
tributions may be forwarded to the treasurer, Marie Curie 
Hospital, 2, Fitzjohn’s Avenue, N.W.3. 
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BY 
WILFRED HARRIS, M.D., F.R.C.P. 


PHYSICIAN TO THE DEPARTMENT OF NERVOUS DISEASES AND LECTURER 
ON NEUROLOGY, ST. MARY’S HOSPITAL, LONDON 


Headache, one of the commonest of symptoms, is one 
whose pathology is very doubtful and difficult to explain. 
The variety of its causes is almost innumerable, and, 
though many forms of it may be expressed as reflex 
neuralgias, in terms of the fifth nerve or other nerves 
supplying the scalp or cranium, yet it is difficult to be 
certain of the mechanism of headache in a great number 
of cases. 
Pressure Headaches 

It has been usual in the past to ascribe headache due 
to rise of intracranial pressures and migraine as the 
result of influences such as pressure acting upon the 
recurrent meningeal branches of the trigeminal nerve, 
which supply the dura in the various fossae and the 
falx. Yet we are met by the fact that quite large areas 
of the dura appear to be insensitive to surgical manipula- 
tion in decompressions done under a local anaesthetic. 
Surgeons tell me that the areas of dura which are specially 
sensitive are those in the neighbourhood of the larger 
vessels and of the chief sulci. Opinions vary as to 
whether the sympathetic supply of pia-arachnoid vessels 
has any bearing on the conduction of sensations. On the 
whole, modern physiological opinion is against the 
sympathetic system being a carrier of sensory impressions, 
but some authors: assert definitely that pain may be 
conducted along the sympathetic. 

There seems no doubt that a sudden rise of intra- 
cranial pressure may be a cause of violent headache. 
This may be due to sudden out-pouring of blood from a 
subarachnoid haemorrhage at the base of the brain, and 
I have known this condition commence with sudden, 
violent pain at the back of the head. This is under- 
standable, owing to interference with, and pressure upon, 
the meningeal trigeminal branches of the dura in the 
neighbourhood. In some of these cases subhyaloid 
haemorrhages may be seen as evidence of the spread of 
blood along the base to the back of the eye. Violent 
headache may, however, be produced by distension of 
the ventricles, and it is a symptom that comes on 
extremely rapidly from blockage of the foramen of Monro 
in cases of ependymal tumour in the ventricle. In this 
case the cerebro-spinal fluid escape through the foramen is 
obstructed and the pressure within the ventricle rapidly 
rises as the fluid is secreted from the choroid plexus. 

General distension would cause pressure to be trans- 
mitted through the cerebral substance, and compress the 
cortex and the membranes against the vault ef the skull, 
and also at the base, but it is a question whether the 
severe headache that is felt as a symptom is due to 
pressure upon the meningeal nerves on the surface or 
whether it is produced by the effects of the pressure on 
certain parts of the brain itself—for example, the 
thalamus, which is in such close relationship with the 
lateral ventricle. 

Migraine 

A common cerebral cause of headache, which has close 
associations with ocular conditions, is migraine. Here, 
in a typical case, the first onset of the scintillating 
scotoma, or hemianopia, will be succeeded some twenty 
minutes or half an hour later by violent unilateral head- 
ache, which may persist for hours, and be succeeded by 
vomiting. 


* Read in opening a discussion in the Section of Ophthalmology 
at the Annual Meeting of the British Medical Association, Bourne- 
mouth, 1934, 


What is the mechanism of the headache in this con- 
dition? There seems little doubt that in the preliminary 
stage of the aura there is arterial constriction, and actual 
narrowing of the central artery of the retina has been 
observed in this stage, succeeded later by throbbing and 
dilatation of the vessel. This fact suggests that a similar 
condition of constriction of the cortical vessels, especially 
in the occipital region, may be concerned in the produc- 
tien of the hemianopia, or other varieties of the scotoma 
scintillans, and that the subsequent headache is due to 
engorgement of the vessels and cerebral compression 
therefrom, the vomiting itself being suggestive of raised 
intracranial pressure. True migraine rarely has any direct 
connexion with ocular conditions, such as errors of 
refraction, though IT have known a case in which repeated 
attacks of apparently typical migraine occurred for about 
eighteen months following a corneal ulceration and the 
subsequent astigmatism from scarring. 

True migraine so often commences in early life—and, 
indeed, may be traced back to the periodic vomiting 
attacks that occur in infancy—and these headaches in 
children will very likely lead to consultation with an 
oculist, with the frequent discovery of small errors of 
refraction and the prescription of glasses therefor, in the 
hope of curing the headaches, but the true migraine 
headaches differ entirely from the headaches that are 
commonly produced by errors of refraction. Migraine is 
a periodic headache, coming on at irregular intervals, 
which lasts usually for twelve hours or longer, sometimes 
for a couple of days, and is generally associated with 
nausea and vomiting. A typical case will be preceded 
by the aura of scintillating scotoma, or hemianopia, or 
perhaps tingling along the lips and tongue, and even 
a temporary aphasia and weakness of an arm, rarely the 
leg. These are obviously cerebral effects, and should not 
be confounded with the different forms of refractive 
headache. Often there is a family history of the same 
condition, and other neuroses may be present in the 
family. 

Headaches from Refraction Errors 

These are probably dealt with more fully by the 
ophthalmic surgeons, but they appear to be not diagnostic 
from their location at any particular. part of the head. 
The pain may be over the eyebrows, frontal region, or back 
of the head and neck. It may be one-sided, or it may be 
diffuse. It is not always the more severe forms of high 
hypermetropia or severe astigmatism that cause the most 
troublesome headaches, which are sometimes due to com- 
paratively slight errors of astigmatism. The pain is not 
always produced only by using the eyes, but may be 
present on waking in the morning, and troublesome head- 
aches which are not periodic and paroxvsmal, as in 
migraine, should always be treated by corrective glasses, 
if definite errors of refraction are found and no other 
obvious cause is apparent. More particularly is head- 
ache likely to be produced when these errors are different 
in the two eyes. 


Further Ocular Causes 

Another cause, which no doubt will be fully gone into 
by the ophthalmic surgeons, will be headache referable 
to want of muscular balance, heterophoria, esophoria, 
and the like. Yet another cause that I have seen 
referred to recently is the difference in apparent size 
of the images perceived by the two eyes, so that there 
is a difficulty in acquiring true stereoscopic vision. 
Again, diplopia from actual muscle or nerve paresis may 
be a source of neuralgic headaches, but this cause would 
be very obvious in the patient’s complaint, and treatment 
need not detain us here. 

Conditions within the eyeball itself are common causes 
of headache—namely, iritis, cyclitis, and glaucoma. In 
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iritis the pain appears Sank in the ey bill iat) pain 
_and next spreads to the brow and temple along the 
supraorbital nerve ; it may be very severe, throbbing 
and stabbing, and increasing at n'ght. Sometimes the 
pain may be referred along the side of the nose, the 
infraorbital area, even into the cheek. 

The pain in acute glaucoma may be very distressing, 
though its cause is not likely to be overlooked, but in 
chronic glaucoma neuralgic pains about the face and head 
are commoner perhaps than is generally believed. For 
example, in Parsons’s textbook, Diseases of the Eve 
(seventh edition, 1934), in his description of chronic 
glaucoma, No reference is made to pain, and I have 
heard an ophthalmic surgeon assert that pain is never 
a symptom of chronic glaucoma. On the other hand, 
De Schweinitz writes, in his textbook (tenth edition, 
1934, p. 417), after describing the pain of acute glaucoma: 

“In chronic cases there may be only a general feeling of 
discomfort, a sense of fullness, occasional shoots of neuralgia, 
or attacks described by the patient as headache, or pain 
is entirely absent.’’ 


I have seen at least two patients in which -‘iolent 
neuralgic pains in the face, cheek and jaws, and temple 
appeared to be due mainly, or aggravated by, the 
presence of chronic glaucoma. 

In choroidal tumour, if the tension is raised, a brow 
pain and neuralgia may be the symptom. The pain of 
corneal ulcers may be considerable, but is referred mainly 
to the eye itself, though the general distress and photo- 
phobia may lead in some subjects to general headache. 
Orbital ab-cess or tumours in this region naturally will 
be the source of pains referred to the brow and cheek, 
and if there is marked proptosis, and if the growth 
invades the eyeball, pain may be referred to the eye 
itself. Similarly, in exophthalmic goitre, when the 
proptosis is extreme, ulceration of the cornea may cccur, 
associated with pain and headache. Frontal or ophthalmic 
herpes may be complicated by certain ocular conditions, 
such as corneal ulceration, iritis, perforation of the 
cornea, and panophthalmitis. The violent pains of 
ophthalmic herpes are, of course, well known, but occa- 
sionally—especially in old people—the persistence of the 
neuralgia is extremely distressing, and this may go on 
for years, and may apparently be permanent. 


Headaches from Cerebral Disease and Neuralgia 

The headaches of cerebral tumour, abscess, or 
meningitis need not detain us here, though papilloedema 
is a common physical sign in tumour or abscess. In 
meningitis the disks may remain normal throughout, 
though slight blurring of the edges is not uncommon. 
In sinus thrombosis headache may be very severe, and 
retinal hacinorrhages may be most extensive. 

The headache of cerebral arteriosclerosis is an important 
one to be recognized. After middle life it will usually 
be associated with increased blood pressure, and the pain 
ls more or less continual for days or weeks, though it 
may clear up at times. These cases will be recognized 
first by the ophthalmic surgeon by the ophthalmoscopic 
appearances, by slight haemorrhages around the disk, and 
the well-known silver wire arteries, with their compression 
of the veins where the latter are crossed by arterial 
branches, and in more pronounced cases by the more 
definite appearances of albuminuric retinitis. The head- 
ache is often of a bursting character, and may be worse 
at night. There may be other symptoms of uraemia, 
such as vomiting and asthmatic attacks. 

Neuralgic headaches that physicians meet with com- 
monly, and which have often been treated extensively 
by throat and nose surgeons, and by prescribing of 
Spectacles, are the various forms of migrainous neuralgia, 


HEADACHES IN RELATION TO OCULAR CONDITIONS 


Tue BritisH - 


299 


MEpIcaL Jounnas 


with the headaches which may be due to frontal and 
antral sinusitis. These latter are very common after 
catarrhal infections, or infections from the teeth, and 
should not be difficult to recognize by transillumination 
and x-ray, though they have no special connexions with 
the eye. 

A common form of pain in the face, usually referred to 
the cheek, side of nose, and temple, is almost peculiar to 
women, and I have termed it ‘‘ maxillary neurosis, ’ or 
chronic neuralgia of the jaw. In many cases the pain 
has started after severe dental extraction, and, being 
unilateral, is thought to be a true neuralgia due to some 
piece of decayed stump or diseased bone. These cases 
ucually run the gauntlet of nose and throat surgeons, 
dentists, and ophthalmic surgeons, before being seen by a 
neurologist. Patients often complain of a certain amount 
of swelling and flushing over the cheek, and though all 
the remaining teeth may be removed, the antrum washed 
out, turbinal bones removed, and glasses prescribed, the 
pain continues unabated. The pain is not paroxysmal 
or tic-like in character, but is more or less persistent, 
though it varies at different times of the day. No 
operative treatment is of any value, and alcohol injection 
should always be refused to these patients. 


REFLEX ASTHMA: ITS PATHOLOGY 
AND TREATMENT 
INCLUDING A REVIEW OF 337 CASES * 

BY 


H. H. MOLL, M.D., M.R.C.P. 


ASSISTANT PHYSICIAN TO THE GENERAL INFIRMARY AT LEEDS 


Bronchospasm may be produced reflexly in many different 
ways, but the nose is the most important source of reflex 
asthma. <A distended stomach and a distended rectum 
may both produce reflex attacks of asthma quite in- 
dependently of any form of alimentary toxaemia. As 
Hurst' points out, the evacuation of the stomach or of 
the rectum produces immediate relief long before a change 
could take place in the blood from diminished absorption 
of poisons. In certain cases the cause of irritation appears 
to be central and psychical, but in such cases the action 
is not a reflex one. The purely nervous or psychical 
factor will therefore not be considered in this paper. 


Mechanism 

Some observers hold that reflex stimulation may arise 
in the lung itself. A focal lesion in the lung, such as an 
old healed and calcified tuberculous focus, may irritate 
the afferent fibres of the vagus nerve and so cause reflex 
asthma. The reflex action from the nose occurs through 
the naso-pulmonary reflex. This reflex has a reflex arc 
composed of the trigeminal nerve and the vagus nerve. 
The afferent, or sensory, branch of this arc consists of the 
ophthalmic and superior maxillary divisions of the fifth 
nerve, and of the sensory root and the sensory end nucleus 
of the trigeminus. The efferent, or motor, branch is formed 
by the dorsal motor nucleus of the vagus, the nucleus 
ambiguus, and the efferent fibres of the vagus nerve (see 
Figure). Certain parts of the nose are more closely con- 
nected with the naso-puimonary reflex than others, and 
the area of the nose which, if stimulated, is more likely 
to cause bronchospasm has been called the asthmagenic 
area, the trigger area, or the ethmoid region. This area 
begins with the lower margin of the middle turbinal, and 
includes all of the upper air passages extending from this 
margin to the cribriform plate, both the lateral and septal 
surfaces of the nose being included. It is bounded in 


* With a grant from the Asthma “Research Council. 
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front by the anterior end of the middle turbinal, extends 
posteriorly to the sphenoid body, and may include the 
sphenoid cavity. Laterally it extends from the septum 
to the lateral plate of the ethmoid. Although clinically 
it is very difficult to produce asthma by stimulation of 
this area, it is possible in an asthmatic with a hypersensi- 
tive nose to produce another reflex action which is often 
significant—namely, the naso-facial reflex. 

If by means of a probe one stimulates the asthmagenic 
area, and especially the middle turbinal, it is often possible 
to produce the following manifestations : 

1. Intense lachrymation, at first homolateral and then 
bilateral, with hyperaemia of the conjunctiva. 

2. A reflex flush of the ala nasi; the flush sometimes 
extends to the eyelids, the cheeks, the forehead, the ear, 
and even to the neck. 

3. A swelling of the nasal mucosa giving rise to a 
profuse rhinorrhoea. 

4. A homolateral mydriasis, a spasmodic cough, and 
in extreme cases nausea, palpitation, collapse, and loss 
of consciousness. 


The presence of a naso-facial reflex is often a useful 
diagnostic sign, as it indicates that the asthma is probably 


of reflex origin. 
Sensory Nucleus 
N. Trigeminus 


Dorsal Motor 


a Vagus Nucleus 


Ix X 


Nucleus Ambiguus 


Course of trigeminus, vagus, and glossopharyngeus in the brain- 
stem. The diagram represents the arc through which the naso- 
pulmonary reflex is produced. The sensory portion of the vagus 
and glossopharyngeus and the motor portion of the trigeminus 
have been omitted. (Modified from Villiger.) 


Another reflex action which may be observed in allergic 
subjects is obtained by intense illumination of the interior 
of the eyeball ; this may cause a sneeze reflex, a cough 
reflex, or even an attack of asthma. Many hay fever 
sufferers find that they are worse when exposed to bright 
sunshine, and this is also the case with many asthmatics. 
Sunlight may give rise to asthma or hay fever even apart 
from ‘any reflex action. Patients may be sensitive to 
sunlight in the same way as they may be sensitive to 
foreign proteins ; physical allergy is now a well-recognized 
condition. 

In addition to reflex stimulation, abnormal conditions 
of the nose may lead to asthma by many other ways. 
It is true that the most direct way of causing asthma is 
by reflex stimulation ; spurs and deflected septa causing 
contact with the middle and superior turbinals may 
‘tickle’? the ethmoid region and incite bronchospasm. 
A septic focus (infected tonsils, infected sinuses} may, 
however, give rise to asthma by infecting the lungs ; the 
patient may also become sensitized to bacterial toxins, 
and may react to them as to any other allergen. 

A mechanical effect may also be brought about by the 
presence of growths or enlargements blocking the airway, 
so that mouth-breathing becomes necessary, and the onus 
of warming, moistening, and purifying the inspired air 
is transferred to the bronchi, which are thus constantly 
irritated. 


Earlier Experiments 

The importance of the nasal factor in asthma was first 
recognized by Herck in 1844. It is interesting to note that 
this clinical discovery followed very closely the experimental 
demonstration of Williams? in 1840, by means of which he 
was ab’e to prove the presence of muscle fibres in the bronchi 
which had been described by Reisseissen some twenty years 
before. Williams’s experiment consisted of connecting the 
trachea with a water manometer and noting the difference 
of pressure obtained by applying a galvanic current to the 
lungs. The experiment was made on dead animals. In 1876 
Gerlach began to experiment on living curarized animals, 
and produced bronchospasm by stimulating the vagus nerve, 
He was followed by a number of other experimenters— 
Sandmann (1890), Einthoven (1893), Francois Franck (1893), 
Doyon (1897)—who by various methods were also able to 
demonstrate the presence of constricting fibres in the bronchi, 
The results of these early experiments were, however, in most 
cases both unsatisfactory and contradictory, and it was only 
in 1903 that a real advance was made by the researches of 
Dixon and Brodie.* 

Without doubt the experiments made by these two observers 
were the most important and the most precise which hitherto 
had been made; even to-dav they constitute the scientific 
foundation of our knowledge of reflex constriction of the 
bronchi. The success of the method adopted by Dixon and 
Brodie lay in the fact that they demonstrated broncho-con- 
striction by registering changes in the volume of air passing 
through the bronchi, whereas previous observers had only 
registered changes of pressure. 

Dixon and Brodie, by means of their experiments, were able 
to demonstrate the presence of both broncho-constrictor and 
broncho-dilator fibres in the vagus nerve. Later, Dixon, 
working with Kansom,# was also able to show powerful 
broncho-dilator nerves of sympathetic origin ; reficx broncho- 
constriction was demonstrated experimentally, as well, by the 
stimulation of the nasal mucous membrane. The best site 
for stimulation of the nose was the upper and posterior part 
of the nasal septum, which clinically corresponds to part of 
the asthmagenic area. Dixon and Ransom in 1913 also 
demonstrated broncho-constriction of reflex origin by stimu- 
lating the central cut ends of various afferent nerves, such 
as the central end of the vagus and the central end of the 
thoracic sympathetic. Prevost and Saloz,’? working on 
tortoises, obtained broncho-constriction by stimulating a 
number of peripheral nerves. 


Pathology 

From all this experimental evidence one may conclude: 
(1) that stimulation of the vagus nerve causes broncho- 
constriction, and (2) that reflex broncho-constriction can 
be obtained in a number of ways, although stimulation 
of the nasal mucous membrane proves always to be the 
most efficacious. 

If now one transfers these experimental results to the 
clinical aspect of asthma, one is faced with a very difficult 
problem. Irritation of the nose and nasal abnormalities 
are of very frequent occurrence, yet in only a few cases 
do they cause asthma. 

Thus Becker® in 360 cases of nasal polypi found asthma 
in only nine cases, or in 2.5 per cent. of cases. Hering in 200 
cases found seven cases of asthma, and Schmiegelow in 139 
cases thirty-one asthmatics. 

These figures show that a source of nasal irritation by 
itself does not necessarily cause bronchospasm unless the 
naso-pulmonary reflex is unduly active. What causes 
this state of irritability of the naso-pulmonary reflex which 
enables a reflex action to occur and cause asthma? 

Many suggestions have been made, but none of them 
has as yet given a final solution to this fundamental 
problem of asthma. 

Stoland, Sherwood, and Woodbury? have shown that the 
excitability of the vagus nerve (chronaxie) is increased by 
the previous injection of foreign sera. An analogous state 
has been described by Freund and Gottlieb,* who found that 


peptone or foreign serum causes an enormous increase in the 
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salivary response to pilocarpine. In this connexion it is 
interesting to note an experiment made by Dodel. Dodel’® 
found that the action of pilocarpine in guinea-pigs is enhanced 
by producing a chemical bronchitis by means of a few whiffs 
of chlorine gas. A dose of pilocarpine, which in the ordinary 
way would not be a fatal dose, kills the animal in thirty 
minutes after the bronchitis has been produced. He concluded 
that the bronchitis produced by the inhalation of chlorine 
had concentrated the vagotropic action of pilocarpine on to 
the respiratory system. In a similar way, a chronic respiratory 
infection in man may cause increased vagal action and thus 
lead to asthma. 

It has been a moot point whether asthma is associated 
with a state of acidosis or alkalosis, but now there is 
good evidence to show that an asthmatic attack may be 
accompanied or may be induced by a state of alkalosis. 
Epstein'’ states that in asthma there is a tencency to 
alkalosis similar to that found in other states, such as 
spasmophilia, certain cases of eczema, in anxiety neurosis, 
and in melancholia. Certain conditions tending towards 
acidosis are, on the other hand, often incompatible with 
asthma, such as acidosis of the last months of pregnancy, 
of prolonged vomiting, and of diabetes mellitus. He 
mentions that in 2,500 cases of diabetes mellitus asthma 
was recorced in only two cases. Tiefensee'’ found that 
the alkaline reserve during free intervals was normal, but 
that it was raised during an attack of asthma. 

There may be a diurnal, seasonal, and sexual variation 
in vagus activity. McDowall’? points out that when an 
individual is at rest vagus activity is at its maximum. 
Asthmatic attacks are certainly more liable to occur at 
night, during the week-end, or after a meal. The ionic 
environment of the bronchi may have a definite influence 
on bronchial spasm. Pottenger'* points out that calcium 
acts in harmony with sympathetic stimulation, and 
potassium—and to a less extent sodium—in harmony 
with vagus stimulation. Increased parasympathetic action 
presupposes a relative increase in potassium as compared 
with calcium ions in the cells, either an actual decrease 
in the calcium or an actual increase in the potassium. 
Pottenger found that the K/Ca ratio in the blood of 
normal persons is about 2, but that in asthmatics the 
ratio was always high (2.04 to 2.93, averaging 2.48). In 
only one case did it fall below 2.19. 

Direct proof of calcium deticiency in asthma is lacking, 
and a large series of cases at the New York Hospital 
studied by Lemke'* shows no significant calcium devia- 
tions from the normal. 


Review of Clinical Case 

During the last four years 337 cases of asthma, which 
have been seen at the Asthma Clinic of the General Infir- 
mary at Leeds, have had an anterior rhinological examina- 
tion. In practically every case the rhinological examination 
has included a transillumination test, and in many cases 
also an x-ray examination. An examination of the nose and 
throat has been carried out irrespective of the type of 
asthma, and of whether or not nasal symptoms were 
present. In every case the patient has been referred to 
the ear, nose, and throat department of the hospital for 
the examination of the nose and throat. The largest pro- 
portion of cases was composed of adults, and only 15 per 
cent. (fifty-two cases) were children under 10 years of age. 
Of the adult cases 60 per cent. belonged to the first four 
decades and 25 per cent. were over 40 years of age. 

For the purpose of this study it will be convenient to 
discuss the relation of the nose and throat to asthma 
under three headings—namely, nasal symptoms, type and 
frequency of nasal abnormalities, and value of nasal 
operations. 


Nasal Symptcms 
About haif the patients complained at one time or 


another of vasomotor symptoms of the nose or throat 


(see Table I). The most common symptom was sneezing 
(25 per cent. of cases). The sneeze was rarely single, but 
generally occurred in prolonged, violent, and paroxysmal 
seizures of ten, twenty, or more sternutations in rapid 
succession. Unlike hay fever or paroxysmal rhinitis, 
sneezing often occurred alone, and was not accompanied 
by rhinorrhoea or itching of the eyes. The attacks were 
more severe at certain hours of the day—for example, at 
night, or on first rising in the morning—but they also 
occurred throughout the day. In some cases sneezing 


Taste I.—General Symptomatology 
(325 Cases of Asthma) 


} 


Number of | 


Symptoms | Percenta;e 
Rbinorrhoea only ... 19 6.0 
Sneezing and rhinorrhoea __... 17 5.0 
History of colds”’ 41 12.0 
Dryness or fullness of the nose ove “a 2 0.6 
Seasonal hay fever ove ese ll 3.4 
Sore throat... 2 0.6 
Hoarseness, aphonia _... 2 0.6 
Earache, deafness (seasonal) ... daa waa 2 0.6 
Total number of cases with vasomotor 164 50.3 


affections of the nose and throat 


occurred independently of the attacks of asthma, while 
in other cases it represented the prodromus of an 
asthmatic attack. Occasionally, on looking back into the 
history of an asthmatic, one found that persistent sneezing 
had taken place many years before the asthma had 
actually started, and had been the first indication that 
the patient was an allergic subject. Another common 
vasomotor symptom was rhinorrhoea (11 per cent. cf 
cases). In about half the cases it occurred alone, while 
in the other half it accompanied sneezing. Itching of the 
eyes, lachrymation, and photophobia were exceptional 
symptoms, unless the patient was also a sufferer from 
seasonal hay fever. 

Patients frequently stated that the asthma first started 
from a ‘‘ neglected cold,’’ or that the attacks of asthma 
were heralded in by a cold, which afterwards ‘‘ settled 
on the chest and caused the attacks of asthma.’’ This 
type of history was obtained in 12 per cent. of cases. In 
the great majority of cases, however, what was described 
as a cold was not a true coryzal attack, but a vasomotor 
reaction of the nose representing the first stage of a 
general allergic reaction, which later manifested itself in 
an asthmatic attack. This is an important point, as 
many cases of asthma are erroneously attributed to an 
infective factor in view of a history of repeated ‘‘ colds,’’ 
and are treated by stock or autogenous vaccines, with 
little benefit, when the real cause is hypersensitiveness to 
an allergen, and the removal of, or the desensitization to, 
this allergen often dispels both the colds and the 
asthma. 

The distinction between the vasomotor reactions of the 
nose in asthma and the common cold should not be diffi- 
cult ; in pure vasomotor rhinitis the secretions are always 
serous, whereas in the case of a true coryza the secretions 
are in a certain stage muco-purulent. Occasionally the 
pharynx may also become involved in an attack of 
asthma. The most common symptom is a dry, irritating, 


and hacking cough due to itching of the palate and of the 
upper portion of the trachea. More rarely, the pharynx and 
the uvula may become greatly inflamed and oedematous, 
and the patient may complain of marked soreness of the 
throat. 
giving rise to hoarseness and to aphonia. 


The condition may also extend to the larynx, 
Periodic and 


rst 
hat a 
tal i 
he 
chi 
ars 5 q 
the 7 
Ice 
the 4 
376 
3), 
to 4 
hi. 4 
q 
ly 
of 
to 
fic 
he 
nd | q 
n- | q 
ng 4 
________ | 
n, 
ul q 
4 
he 
ite 
rt | 1 
ot 
SO 
ch | | 
he 
on 
| 
n 
1€ 
It 3 
1a | | | 
10) j | 
9 | 
| 
| 
| 
| 
h 
| 
| 
1e 
| 
it | 
e | 


REFLEX ASTHMA 


f Tue Brivisn 
MEbIcAL JouRNAL 


302 18, 1934] 


sometimes seasonal deafness may also occur, due to the 
Eustachian tubes being involved. 

All these vasomotor reactions of the nose and throat 
may precede, accompany, or follow an attack of asthma. 
The patient may remain free from asthma as long as the 
vasomotor nasal symptoms persist (especially the rhinor- 
rhoea), but as soon as they cease the patient develops an 
attack. 

Vasomotor affections of the nose were more frequently 
found in asthmatics during the first five decades of life. 
After 50 there was a distinct decline in the frequency, 
and only 7 per cent. of cases complained of nasal 
symptoms after this age. Vasomotor affections of the nose 
and throat occurred in all types of sensitivity and in sensi- 
tivity both to foods end to inhalants, but were definitely 
more common in pollen-sensitive cases when one included 
seasonal hay fever as well. In the other cases they 
occurred as frequently in subjects exhibiting positive skin 
reactions to one or more allergens as in those with negative 
skin tests, and indeed the latter showed a slightly higher 
frequency (see Table II). This may be explained by the 


I1.—Skin Reaction 
(198 Cases of Asthma) 


(a) (b) 


Gases with Total with (a) 


| 
kG Vasomotor Cases with 
| Affections of | Seasonal 
Positive skin test to pollen | 20 | 10 30 ! 62.0 
(48 eases) 
‘Total number of sensitive 48 | 10 58 | 47.0 
cases 124 cases) j | | 
Ca es; wi h negative skin | 37 | 1 38 | 1.0 
i 


tests (74 cases) \ 


fact that cutaneous and mucous membrane sensitivity do 
not always run parallel ; thus, in the perennial form of 
paroxysmal rhinitis unaccompanied by asthma it is a 
common finding that skin tests are negative, even when 
there is a definite history of sensitivity to some allergen. 


Nasal Abnormalities 
In the present series of cases no fewer than 262 cases 
(77.9 per cent.) showed some abnormality of the nose 
and/or throat. In many however, these abnor- 
malities were casual findings or minor causal factors (see 
Table III). 


cases, 


IIT.—Nasopharyngeal Condition 
(337 Cases of Asthma) 
No. of Cases 


Type of Abnormality Percentage 


Spur 25) 
> 105 30.9 
Deflected septum ... wad 
Hypertrophy, inferior turbinals 48 
+ 82 24.0 
Hypertrophy, middle turbinals 34) 
Antra dark: 
Explored positive (infected) ., sve wes 21 ) 
Explored negative 30 + 73 21.0 
Not explored wen 22 
23 6.7 
Recurrent polypi ... 5 
Rhinitis sieca 3 0.9 
Nasal hyperaesthesia ... 3 0.9 
Lingual tonsil 1 0.3 
Pharyngeal tonsil ... 1 0.3 
Nasopharynx normal 75 22.1 


N.B.—Cases showing two or more abnormalities have been included 
more than oncein this table. The number of cases appearing in the table 


exceeds, therefore, the number of patients examined. 


Deflected septa or spurs were found in 105 cases (30.9 
per cent.), but in a large number of cases the deformity 
was slight and of no significance. Inferior and middle 
turbinal hypertrophy was also a frequent finding, and 
was noted in eighty-two cases (24 per cent.). A third 
large group of cases showed tonsillar and adenoidal hyper- 
trophy or infection, and this was observed in seventy-eight 
cases (23 per cent.). Lastly, opacity of one or more 
sinuses either to the transillumination test or to x Tays 
was found to occur also with great frequency, and was 
present in seventy-three cases (21 per cent.). The antra 
were explored in fifty-one cases, and were found to be 
definitely infected in only twenty-one instances. In the 
remaining thirty cases the opacity was probably due 
to hyperplastic changes of the mucous membrane lining 
the antra, as exploration proved negative and no pus was 
found. 

A striking example of such a condition was given by a 
patient who was specifically sensitive to rabbit hair. The 
antra were first examined while the patient was still exposed 
to the offending allergen and was continually having severe 
and frequent attacks of asthma. The antra were found to be 
completely opaque, both on transillumination and to x Tays. 
One antrum was explored, but with negative result. The 
patient was then advised to avoid contact with rabbits (the 
husband was a keen rabbit breeder), whereupon she imme- 
diately ceased to have asthma, and the antra, examined a 
month later, were found to be perfectly normal and trans- 
lucent again. 


Polypi were not a frequent finding, and were observed 
in only twenty-three cases (6.7 per cent.). In five of these 
cases they had a tendency to recur, in spite of the 
numerous operations which the patients had undergone 
for their removal. 

Rhinitis sicca, chronic rhinitis, and lingual or pharyn- 
geal tonsils were only occasional findings. Definite nasal 
hyperaesthesia was also distinctly uncommon, and was 
observed in only three cases. An analysis of the incidence 
of nasal abnormalities among different groups of cases 
classified according to whether they gave a positive or 
a negative skin reaction showed that deflected septa and 
nasal spurs occurred with a remarkably constant frequency 
in all groups (see Table IV). This was to be expected, 


Taste IV.—Skin Reaction and Nasopharyngeal Condition 
(213 Cases of Asthma) 


| 
Skin Reaction S g 
ZRA NOD & | @ 
Per | Per | Per | Per | Per | Per | Per 


\ 
cent. cent. cent., cent.; cent cent. | cent, 
only (0 30 | 30 | 33 | 66] O | 15] 0 
Protein - sensitive 


cases (128 25 30 22 4: 1 73 
cases!) | 
Cases with negative skin tests 26.1 30 | 17.4 | 11.7 | 7.0 9.3 | 7.0 


5 cases} | 


Positive to pollen 


cases) 


* Hypertrophic rhinitis. { Middle turbinate bone. 


as these nasal abnormalities are not dependent upon any 
allergic cause, and are quite coincidental as far as allergy 
is concerned. With regard to conditions which might 
be the result of hyperplastic changes of the nasal mucous 
membrane (turbinal hypertrophy and opaque antra), they 
were found a little more frequently in protein-sensitive 
cases. 

The cases with negative skin reactions gave instead 
the highest incidence of definite sinus infection. Cases 
exhibiting a positive skin reaction to pollen had the 
highest percentage of normals, and of thirty such cases 
reviewed not a single case presented polyposis or sinus 
infection. Kern and Donnelly,'® in discussing the 
incidence of paranasal sinus disease in hay fever, found 
that patients with uncomplicated hay fever and _ patients 
with hay fever and seasonal asthma showed an incidence 
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of sinus Slicing that was less than in the average 
(normal) population. Although pollen-sensitive cases of 
asthma present nasal symptoms with the greatest fre- 
quency, they have the lowest incidence of nasal abnor- 
malities, and it is quite common to find that hay fever 
subjects and patients with seasonal asthma have perfectly 
normal noses. 
Operative Results 

Of the 262 cases showing some type of abnormality of 
the nose and/or throat, 135 cases have received operative 
treatment, and of these the results are known in 109 cases. 
These include thirty-one children. 

The period of observation after the operation has varied 
from a minimal period of six months up to fifteen years, 
and the average period has been two and a half years. 
In 19 per cent. of cases the period of observation was 
under a year, in 25 per cent. of cases one or two 
years, and in 56 per cent. of cases over two years. 
All the patients were seen at the asthma clinic, or if 
they had ceased attending the clinic were circularized and 
asked to reply to a questionary. 

Patients were deemed ‘‘ cured ’’ if they had kept com- 
pletely free from asthma for a period of at least two 
years, and “‘ improved ’’ when the attacks of asthma 
had definitely lessened in severity and/or frequency. The 
latter do not include patients in whom the operation 
had improved the breathing but had left the asthma 
unchanged. In many cases it was impossible to say 
definitely whether the improvement was due solely to 
the nasal treatment, as the patients had received other 
forms of therapy as well, and in such cases one could 
only infer that the improvement had taken place with 
nasal treatment rather than by it. 

The operative results show that forty-one cases (or 
37.5 per cent.) improved after nasal treatment, and three 
cases (or 2.7 per cent.) were ‘‘ cured ’’ (see Table V). 
Another fourteen cases showed some temporary improve- 
ment, thus bringing the number of cases which somewhat 
benefited from surgical treatment of the nose and throat 

Taste V 


Operative Results 


(109 Cases) 


| 
) 


Operation 


Total No. 


proved 


Asthma 
Started After 
Operation 


| Much Im- 


Tonsillectomy 


Tonsi'lectomy and middle 
turbine etomy | 
Tonsillectomy in- 
ferior turbinectomy | 
Tonsillectomy and = sub- | 
mucous resection 
Submucous resection —... | 
Submucous resection and | 
inferior turbinectomy | 
Submucous resection and | 
antrum «rained | 
Submucous resection and | 
middle turbinectomy 
Submucous resection and | 
polypi removed | 
Inferior turbinectomy ... 


Middle turbinectomy 


Polypi removed 
antrum drained 
Recurrent polypi; mul- | 
tiple curettage | 
Antrum drained 


Antrum drained and in- | 
ferior turbineetomy | 
Cauterization 


| Cured 

nm | Unel ged 


5 
1 
3 
1 

| 8 
| 3 
Polypiremoved _... 
1 
4 
6 
2 
4 
1 


Pharyngeal tonsil re- 
moved | 


| 


up to 55 (or 50.4 per cent.). Of the cases which were 
improved only twenty-one have been kept under observa- 
tion for a period of over two years, and can be regarded 
to have definitely benefited from the operation, while the 
remainder are still an uncertainty. Thus one may state 
that of 109 cases which received surgical treatment only 
about one out of five has been definitely successful. 

Of the three ‘‘ cures’’ one followed a tonsillectomy, 
another tonsillectomy and submucous resection, and a 
third occurred after the removal of a polyp. In all 
three cases there was some definite indication for opera- 
tive treatment, and the ‘‘ cure’’ could be attributed 
directly to the operation. 

Among the failures, in two cases the asthma was made 
worse after the operation, and in five cases the asthma 
actually made its first appearance after the operation. 
In all these cases the operation had been either a 
tonsillectomy or a submucous resection of the septum, 
two operations which may be dangerous in asthma. 

Tonsillectomy may prove harmful to an asthmatic when 
the tonsils are not definitely infected but are merely 
hypertrophied, as the tonsillar hyperplasia may be a pro- 
tective mechanism in resisting infection. It is to be 
noted that pollen-sensitive cases and cases sensitive to 
inhalants have a higher percentage of ‘‘ tonsils and 
adenoids ’’ than any other group (see Table IV). A sub- 
mucous resection of the septum may aggravate or even 
induce asthma by creating an irritable ethmoid area, 
because the mucous membrane covering this area may, 
in the course of the operation, have become contused 
and damaged, and the sensory nerve endings may have 
become unduly irritable. 


Discussion of Treatment 


The figures given above are somewhat disturbing, and 
unfortunately no more encouraging results can be obtained 
from a survey of the literature of the past twenty years. 
Although the results given by different observers vary 
considerably, and the percentage of improved cases 
ranges between 43 and 85, and that of “ cured ’’ cases 
between 1.6 and 48, on taking an average figures not 
very different from our own are obtained. Thus of a 
total series of over 700 operated cases reported in the 
literature, an average of 56 per cent. of cases have im- 


proved, and about 10 per cent. have been “‘ cured ’’ (see 
Table VI). 
Taste VI.—Results with Other Observers 

Author ‘Year Cured 
Dundas-Grant’§ | 1913 53 2 
Heatley and Crowe!? ? | 1923 62 53 85.4 | 1 16 
Tod20 .. | 1925 173 76 43.0 19 10.0 
Lierle®! .. | 1926 21 17 80.0 | 2 10.9 
Leopold and Fetterolf?? ... | 1927 24 12 500 5 48.0 
Rackemann and Tobey"... | 1:23 | 258 | 129 | 50.0 | 13 5.0 
Lyon and Mvrray-Lyon*4 1950, 77 66.9 | 10 18.3 

Averages | 706 56.0 , — 100 


Some authors take a very pessimistic view on the value 
of nasal treatment in asthma, and Piness and Miller'® state 
that in a group of 834 allergic patients 704 operative pro- 
cedures on the nose and throat were done on 413 patients 
without relief, there having been no removal of the offend- 
ing allergen. Kahn"? has also reported a group of ninety- 
four consecutive cases of asthma in which thirty-three 
received operative treatment. In fifteen cases relief of 
the nasal obstruction was obtained, but the asthma was 
unchanged. 
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"While operations on the nose and 
accessory sinuses of asthmatics should be condemned, 
they must, if attempted, be radical. Thus it is useless 
to remove a polyp without treating the underlying 
Sinusitis, as the polyp will recur. Similarly, it is essen- 
tial in the case of an enlarged middle turbinal, which 
is pressing on the posterior septum, to remove that 
portion of the turbinal which touches and irritates the 
sensitive part of the septum. Definitely infected sinuses 
should always be treated either surgically or more con- 
servatively by means of intranasal irrigation, nasal packs 
(Dowting pack), inhalations, and sprays. The hyper- 
plastic type of sinus disease should, however, never 
receive operative treatment, and should be left severely 
alone. The same may be said of swollen and oedematous 
turbinals which are not causing nose-block and are not 
impinging on the sensitive area. Polypi should be 
removed, but the operative results are distinctly poor cn 
the whole, except for an occasional brilliant success. In 
some cases they have a great tendency to recur, and the 
patient undergoes numerous operations with very little 
benefit unless the accompanying sinusitis is treated as 
well. Tonsillectomy should be done whenever the tonsils 
are definitely infected, but not otherwise ; in a. certain 
number of children the results are gratifying. 

As a corollary to nasal treatment it is most important 
that the patient should be educated to breathe correctly 
once a free air-way has been established. Many patients, 
who habitually or from some nasal block are mouth- 
breathers, have to be re-educated to breathe through the 
nose. Often these mouth-breathers rapidly develop a 
typical asthmatic chest, over-expanded in its upper half, 
narrow at the base, and taking the shape of an inverted 
flask. This deformity is due to the fact that during an 
asthmatic paroxysm the respiration in these patients is 
almost entirely of the upper thoracic type, the lower part 
of the chest remaining practically immobile owing to a 
spasm of the diaphragm. Expiratory breathing exercises 
and exercises devised to develop diaphragmatic breathing 
are of the very greatest value in such cases. 

In concluding, one may say that nasal symptoms often 
do not disclose the part which the nose is playing as an 
aetiological factor in asthma, as they themselves may be 
due to an allergic reaction. The presence of nasal abnor- 
malities in the nose and throat is of no greater help, as 
they are often coincidental cr are also a result of the 
asthma. 

In a series of 326 cases of asthma about half the 
number of patients complained at one time or another of 
nasal symptoms. These symptoms were mostly due to 
vasomotor affections of the nose and not true coryzal 
attacks. 

2. Vasomotor affections of the nose and throat occurred 
in all types of sensitivity, but were definitely more 
common in pollen-sensitive cases of asthma. 

3. Abnormalities of the nose and throat were found in 
77.9 per cent. of cases, but were mostly coincidental and 
minor causal factors. 

4. Turbinal hypertrophy and hyperplastic sinus disease 
were often the result rather than the cause of the asthma, 
and were found slightly more frequently in protein-sensi- 
tive cases. 

5. Of 135 cases which received operative treatment, 
109 cases were followed up, and of these 50.4 per cent. 


were improved and 2.7 per cent. (three cases) were 
cured.” 
I am indebted to Mr. E. W. Pain and to Mr. W. Maxwell 


Munby for the rhinological reports of all the cases reviewed 
in tiis paper. 
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THE TREATMENT CF BACTERIAL FOOD 
POISONING 
McROBERT, M.D.Aperp., M.R.C.P.Lonp., 


D.T.M. and H. 
MAJOR I.M.S., BURMA 


GEORGE R. 


Although bacterial food poisoning is by no means un- 
common in Great Britain, it is in the more torrid portions 


of the world that it takes a really prominent place 
among the acute medical emergencies met with in 
practice. The low standard of personal and family 


hygiene among those who handle and cook food in 
many warm countries, together with the prevalence of 
flies and conditions of atmospheric temperature and 
humidity most suitable for the multiplication of the 
organisms concerned, lead to the high incidence of the 
Salmonella type of bacterial food poisoning. 


Symptomatology 

Many persons spend years of residence in warm countries 
without contracting malaria, dysentery, or other charac- 
teristically tropical diseases, but few escape one or more 
attacks of the condition now under consideration. 

The following is a typical case from my records: 

Of eight persons dining together in Rangoon one night in 
1928 only five partook of the savoury, at 9 p.m. All five 
suffered from bacterial food poisoning—the symptoms showing 
themselves in Mrs. A. at 3 a.m., Mrs. B. at 8 a.m., Mr. A. 
at 10 a.m., Mr. B. at 11 a.m., and Mr. C. at 4.30 p.m. 
The severity of the attacks and the rapidity of onset were 
definitely correlated—Mrs, A. having severe vomiting and 
diarrhoea and marked collapse, whilst Mr. C. had moderate 
abdominal pain and diarrhoea, without vomiting and collapse. 


It is not only essential, therefore, that medical men 
practising in such countries should have a firm grasp of 
the principles of treatment, but it is important that those 
acting in an advisory capacity to services and firms with 
men working far from mecical help in jungles and forests 
should issue ‘‘ first-aid ’’ instructions for the future benefit 
and protection of their clients. 

In severe infections the incubation period is short (two 
to six hours), and although all those who eat the infected 
food may suffer acutely, one patient may be very much 
worse than the others. In such cases it is not unusual 
to find that the patient most severely afflicted has been 
suffering from a mild gastro-intest:nal upset for some 
time. 

Captain M., aged 25, staying at a hotel in India in 1920, 
had been suffering from loss of appetite, furred tongue, and 
mild diarrhoea for over a month without reporting sick. He 
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was wakened early one morning by violent abdominal pain. 
Severe diarrhoea occurred, and the motions, at first coloured, 
soon became “‘ rice-water’’ in appearance and consistency. 
Violent vomiting ensued after the purgation had commenced, 
and a state of collapse was soon reached. The tissues were 
greatly dehydrated, the condition of ‘‘washerwoman’s fingers’’ 
was noted, and, before losing consciousness, the patient com- 
plained of agonizing leg cramps. He ultimately recovered, 
but was confined to bed for three weeks. A number of other 
guests at the same hotel suffered from abdominal pain and 
moderately severe diarrhoea without collapse, but in Captain 
M. alone were the symptoms suggestive of cholera, which 
diagnosis was excluded by bacteriological examination, an 


’ 


» organism of the Salmonella group being held responsible. 


The notion that diarrhoea and vomiting may be treated 
by opiates only dies hard, and much harm has been done 
in the past by too early and too frequent recourse to the 
camphorodyne or laudanum bottles, with resulting intes- 
tinal stasis, multiplication of pathogenic organisms and 
their toxins, and rapidly developing toxaemia. 


Principles of Treatment 
The rules to be adopted in dealing with cases of 
bacterial food poisoning are: 


1. Rest in bed. 
2. No solid food. 
. Neutralize the effects of toxins already absorbed. 
. Prevent further absorption, 
. Allay the pain. 
. Ensure the removal of the infecting organisms and 
their poisonous products from the body. 
7. Gradually work up the diet from liquid only, through 
stages of bland, non-irritating substances, to normal. 


All but the very mildest cases should be Gealt with as 
bed patients. Warmth is essential—general, as well as 
local to the abdomen, in the form of hot-water bottles or 
turpentine stupes. Nothing but fluids may be given by 
mouth until the diarrhoea has ceased. 

The administration of an ounce of castor oil with a few 
minims of tincture of opium or camphorodyne has formed 
the basis of treatment for many years, and may still be 
employed in mild cases. It gets rid of the irritating and 
infective intestinal contents, and is followed by a number 
of doses of an astringent mixture. It very frequently 
happens, however, that the stomach will not retain castor 
oil or magnesium sulphate, and, in the presence of severe 
vomiting and collapse, it has been recommended that 
collapse and dehydration should be combated by intra- 
venous salines, warmth, and opium, before any attempt 
is made to clear out the gut by means of purgatives. 
Delay is nevertheless dangerous, for whilst the existing 
toxaemia is being dealt with the gastro-intestinal condition 
is getting worse, and further toxins are being absorbed. 


Use of Kaolin 

For some years I have completely abandoned the early 
use of purgatives in bacterial food poisoning, and now 
tely completely on the adsorptive action of fine kaolin. 
Kaolin B.P. is rather a gritty preparation, does not make 
a very fine suspension in water, and is somewhat 
nauseating, but there are on the market a number of 
fine, smooth, ‘‘ colloidal ’’ preparations of kaolin which 
make a palatable and even suspension in water. These 
are not readily rejected even by the most inflamed and 
irritated stomach, and they serve to detoxicate the bowel 
contents whilst soothing and protecting the lining of the 
gut.. In even the most severe cases, therefore, the work 
of detoxicating the gastro-intestinal contents may proceed 
pari passu with the treatment of the already established 
toxaem‘a. 

If collapse and dehydration are marked the patient, 
in bed with warm bottles and blankets, is given gum- 
saline or Rogers's hypertonic saline intravenously at a very 


slow rate. If the patient has previously been in a poor 
state of nutrition glucose may be added to the saline 
with advantage, so as to protect the hepatic cells from the 
action of toxins. At the same time the oral administration 
of fine kavlin—2 drachms to a wineglassful of water—is 
commenced, sips being given as frequently as possible. 
Morphine 1/6 grain to 1/4 grain may now be given sub- 
cutaneously without fear of increasing the toxaemia. The 
amount of fine kaolin which can be retained varies in 
different cases, but it is generally possible to give 
4 drachms of the powder in the first hour of administra- 
tion ; thereafter 1 drachm is given every fifteen minutes, 
in as much water as the patient will take, until the 
diarrhoea is controlled. Gastric and colonic lavage, which 
were formerly practised in cases of vomiting as a prelim- 
inary to the administration of castor oil, are, I believe, 
no longer necessary. 

In cases of less severity, without collapse, rest, frequent 
doses of fine kaolin, and large quantities of fluid by mouth, 
with morphine if colic is severe, result in very rapid 
improvement. With the introduction of fine kaolin treat- 
ment, the use of lead and opium, kino and catechu, and 
othér astringent mixtures formerly used as a follow-up to 
castor oil administration, can be abandoned. A certain , 
amount of judgement is necessary to avoid the production 
of constipation by the kaolin, but the judicious use of 
liquid paraffin or of a saline preparation along with the 
kaolin, on or after the second day, obviates this minor 
disadvantage of the treatment. 

Great care must be taken in building up the diet after 
the diarrhoea and vomiting have been controlled. There 
is still too great a tendency to make excessively free use 
of milk in the early stages. Milk is a solid, not a quid, 
food. Chief reliance for the supply of calories should be 
placed on the use of glucose water flavoured with lemon 
juice until the acute stage is over. 

Thereafter, whey, egg albumen, and Benger’s food may 
be added, and a normal diet be gradually built up with 
the proviso that flesh and fibrous foods should be withheld 
until convalescence is thoroughly established. 


Conclusion 

A large number of missionaries, forest officers, and 
jungle employees of timber and mining firms now carry 
a tin of fine kaolin as part of their regular camp equip- 
ment, and reports received from them confirm my opinion 
that the introduction of fine kaolin is one of the most 
important advances in practical everyday therapeutics of 
recent years. 

In one case an outbreak of acute diarrhoea and vomiting 
occurred at a missionary conference in Burma in 1932 
within three hours of the evening meal. A number of 
elderly men and women were affected, and with such an 
early and acute onset one would, in the pre-kaolin days, 
have expected severe collapse and a good deal of anxiety 
in the course of treatment. Fine kaolin treatment was 
instituted by a missionary before I was summoned, and 
on my arrival nothing more was necessary than the adm_n- 
istration Of morphine to two patients and an order to 
continue the treatment already instituted. All the affected 
persons were able to leave the station within a few days. 


Mr. Arthur Evans of the Westminster Hospital has very 
kindly presented to the medical superintendent (S.r 
Thomas Carey Evans) of the Hammersmith Hospital his 
collection of pathological specimens illustrating diseases of 
the gall-bladder for the museum of the post-graduate 
medical school, which is at present under construction. 
Each specimen is beautifully mounted with a complete 
clinical history of the case. This will be most useful for 
teaching purposes, and will form the nucleus for the new 
museum. It is to be hoped that similar collections will be 
added to the museum in due course. 
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Clinical Memoranda 


AN UNCOMMON MALFORMATION OF THE 
HEART 


A female child, born in the Maternity Hospital, Sheffield, 
on August 20th, 1933, was cyanosed from birth, but ro 
adventitious heart sounds were heard until September 
18th, when a rather faint systolic bruit appeared over 
the whole of the front of the left chest. With lapse of 
time the cyanosis became much less, but on September 
7th there was a sudden attack of cyanosis, pallor, and 
apnoea lasting an hour or so. From this time up to her 
death at the age of eight weeks there were several similar 
attacks. Some signs of consolidation at the base of the 
left lung were found on September 20th, and gradually 
increased. She died of bronchopneumonia on October 
19th. During the eight weeks of life the weight in- 
creased by about one pound. A blood count on Septem- 
ber 8th showed nearly five million red cells and 100 
per cent. haemoglobin. 

The thoracic contents were received by me after they 
had been dissected at the post-mortem examination. 
The heart shows a transposition of the aorta and, the 
pulmonary artery. The pulmonary artery arises from a 
normal-looking left ventricle, whilst the aorta arises in 
front of it from the infundibulum of the right ventricle, 
which is hypertrophied so that it is of the same thickness 
as the left. The aorta is normal ; from its arch spring 
the three great vessels, and there is only a doubtful 
coarctation immediately beyond the origin of the left 
subclavian artery. There are three cusps to the aortic 
valve—an anterior and a right and left posterior. The 
coronaries arise in relation to the last two cusps instead 
of the anterior and left posterior as in the normal. The 
pulmonary artery is wide and there is no stenosis, con- 
trary to the common finding in these cases (Walmsley). 
The ductus arteriosus was said to have been found closed 
at the post-mortem examination ; it is now just patent, 
but has possibly been ruptured before receipt of the 
specimen. The venae cavae and the pulmonary veins 
open normally into the right and left auricles respectively. 
There is no anomalous vein as described by Harris, Gray, 
and Whitney. There is a small valved patent foramen 
ovale, and a patency in the interventricular septum that 
just admits a probe. 

There are thus two practically closed circulations: 
blood leaving the right ventricle by the aorta returns 
to the right auricle by the venae cavae ; that leaving 
the left ventricle by the pulmonary artery returns to 
the left auricle by the pulmonary veins. It is difficult 
to see how the child lived for eight weeks, often neither 
cyanosed nor distressed. Some interchange of blood 
obviously occurred through the foramen ovale and the 
patent interventricular septum, but neither of these pas- 
sages was of much size: possibly also some blood was 
passing along the ductus arteriosus, but this must have 
been very small in amount. Owing to the extensive 
dissection before the specimen was received it has not 
been possible to inject the vessels, nor to trace the 
bronchial arteries and veins, which must have been of 
great importance. 

Keith explains the occurrence of such malformations 
by a reversal of the normal atrophic and expansion pro- 
cesses in the bulbus ; the pulmonary part undergoing an 
abnormal atrophy and the aortic part an abnormal ex- 
pansion. There results thus a complete failure of rota- 
tion of the pulmono-aortic septum. 


I am indebted to Dr. A. E. Naish for permission to publish 
these notes on his case. 


Harotp E. Harpinc, D.M., B.Ch. 


Lecturer in Pathology, Sheffield University. 
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Reviews 


A STANDARD WORK ON NEUROLOGY 


In the production of his volume Neurology,' Professor 
GRINKER has rendered a signal service to his specialty, for 
it is one of the most important comprehensive works by a 
single author published in recent years. Within the scope 
of 1,000 pages is collected an abundance of facts welded 
together with much skill into a_ well-balanced whole, 
The reader is perhaps most impressed by the wisdom and 
mature judgement displayed by the author, which reflects, 


in addition to great ability, a deep knowledge of all those ° 


contributory subjects which make up neurology as a whole 
—anatomy, physiology, clinical medicine and_ surgery, 
pathology, and psychiatry. The augmentation in know- 
ledge which has marked the last twenty years is carefully 
incorporated without sacrifice of the fundamental picture 
of disease processes that such a book needs to impart if 
it is to be of its true value to clinician and _ student. 
Throughout there is the mark of wide personal experience, 
which, together with the literary quality of the writing, 
consistently maintains the reader's interest. The literature 
is well reviewed and the chaff mercilessly winnowed from 
the grain. The text is accompanied by 400 illustrations, 
which are well chosen and of excellent quality. 

The first 230 pages are devoted to a review of the 
anatomy, physiology, and clinical examination of the 
nervous system, which, while very adequate, does not 
reach so high a standard as the rest of the book. The 
statement that the Achilles reflex is subserved by the 
spinal segments S, and S, is presumably a misprint, as 
two pages later the usual localization of S, S, is given. 
Again, we think that an erroneous impression may well be 
given on page 157, where the author attempts to differ- 
entiate the spinal fluid findings in disseminated sclerosis 
according to whether the disease is clinically active or 
inactive, as most will agree that such changes as occur are 
unpredictable. In the next 250 pages follows a description 
of the clinical aspects of regional disease, the subject being 
studied from the point of view of localization rather than 
pathology. The sections on the vegetative nervous system 
and the extrapyramidal motor system constitute a par- 
ticularly valuable review of what are admittedly two of 
the most confused subjects of neurology. 

In the remaining 500 pages the approach is pathological. 
The section on cerebral tumours could hardly be improved 
on in the allotted space. Each pathological type is first 
described and its typical life-history discussed. Then 
follows a lucid account of the symptomatology of tumours 
in different situations. Towards their prognosis and 
surgical treatment the author maintains the cautious 
attitude of the physician who has seen many of them, 
realizing fully that in the nature of the disease the prog- 
nosis in the majority of cases is hopeless and that the 
dictum ‘‘ primum non nocere ’’ should constantly be kept 
in mind. A well-illustrated section on cerebral radiology, 
ventriculography, and arteriography is included. The 
description of the inflammatory diseases of the nervous 
system, pyogenic and non-pyogenic, is conspicuously full, 
although the classification of the non-suppurative encepha- 
litides does not carry conviction. 

In the section on diseases associated with blood dys- 
crasias it is of interest at the present time to note the 
author’s emphatic view that in combined degeneration 
of the cord objective changes in the nervous system do not 
occur as a result of liver therapy, and that most of the 
clinical improvement is to be attributed to recovery of 
the patient’s general health and strength, and to repair 
of the peripheral nerve damage. It is odd to find among 


Roy R. M.D. London; Bailliére, 
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1 Neurology. By Grinker, 


Tindall and Cox. 


(Pp. xii + 974; 401 figures ; 38s.) 
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the atrophic diseases so little space given to dystrophia 
myotonica, which is in fact hardly accorded a position as 
a distinct disorder. 

In a work that is worthy of so much praise and deserving 
of so little criticism the function of a reviewer is difficult 
if brief. This is a book which should be read by everyone 
interested in neurology. 


MELLOR’S CHEMISTRY 


The thirteenth volume of Mellor’s Chemistry is now 
ready.? Its contents are occupied entirely with Part HH 
of the subject of iron. So extensive is the chemistry of 
iron and so extensively is it treated by Dr. Mellor that 
it has been necessary to divide the subject. Part I was 
treated in vol. xii. Notices have already appeared in 
these columns describing the twelve preceding volumes, 
and little is needed to supplement what has already been 
guid in praise of the quality of the work. As has been 
mentioned before, it is quantitatively the most compre- 
hensive that has yet been published on the inorganic 
section of chemistry. The work is remarkable for the 
manner in which the newest results of research are 
brought into juxtaposition with the observations of 
Faraday and others of his day. It is most useful both 
for immediate consultation and for finding references to 
original publications. All we need say is that in this 
volume both the qualitative and the quantitative values 
of the preceding volumes are maintained. We do not 
doubt there are many who look forward with some eager- 
ness to the completion of the set. 


DIETETICS 

Since the discovery of the vitamins a wave of interest 
in dietetics is passing over many countries, especially 
Great Britain and North America. A new career of 
“dietitian '’ has resulted, and a spate of books on 
dietetics as well. Great caution should be exercised in 
accepting all that is being published. There is a danger 
lest complicated diets should be invented in order to 
prove the necessity for dietitians. In England com- 
plexity of diets and artificial difficulties in their prepara- 
tion are likely to have the reverse effect. Dietitians will 
not be emploved in hospitals if they bring with them 
some of the fantastic food fads which are already threaten- 
ing sound and scientific dietetics. 

In the United States there is apparently a large public 
which requires constant variety of foods and even greater 
variety of cooking. There is evidence of the demands 
of this public in the elaborate menus presented in Dr. 
M. A. Bripsces’s new book or Dietetics for the Clinician.* 
Fundamentally the views of the author are sound, but 
he has been compelled to study the pet recipes and dietary 
fads of his own as well as of other countries. From 
this wide survey he has culled such material as he con- 
siders physiologically sound, as well as useful and essen- 
tially practical. With the aid of Miss Gallup, his dietitian, 


‘he endeavours to exemplify the principles of dietetics in 


the form of proper and palatable diets for the patient. 
He has succeeded well in his aim. The physiological 
principles which govern the art of selecting and preparing 
food in health and disease are ably presented. When, 
however, it comes to leaving the region of scientific 
principles and venturing into the realms of art it becomes 
obvious at once that tastes are too different to render 


A Comprehensive Treatise on Inorganic and Theoretical 


Chemistry. Vol. xiii, Fe (Part II). By J. W. Mellor, D.Sc., 
F.R.S. London: Longmans, Green and Co. 1934. (Pp. 948; 381 
figures. 63s. net.) 

* Dietetics for the Clinician. By. M. A. Bridges, B.S., M.D., 
F.AC.P. In collaboration with R. L. Gallup. London: 
Kimpton. 1933. (Pp. xvi + 6€6. 32s. net.) 


of the English. The average practitioner in this country 
will derive little advantage from the study of the indi- 
vidual diets in this book. Too many foodstuffs are recom- 
mended which are never heard of in this country, and 
methods of cookery which are unknown. The number 
of ‘‘ factory ’’ foods advocated in the menus is, to our 
way of thinking, economically undesirable. e 

When dietitians are attached to the hospitals in this 
country it is to be hoped that they will not persuade our 
hospital managers to give up plain meat, bread, milk, 
fresh fruit, and vegetables for the expensive ‘‘ factory 
foods.’’ The danger is very real. Our present small 
band of dietitians have for the most part had to seek 
their training in American hospitals, or on American 
lines. English medicine must study its own problems of 
feeding and cooking in health and disease. Dr. Bridges’s 
book may well be taken as a pattern to copy in its 
broad outline, and the menus it contains should be 
studied as illustrations of the manner in which different 
nations take their victuals and drink. 


CHOLERA IN CHINA 


Outbreaks of cholera still persist in countries such as 
Siam, India, China, the Philippines, and Indo-China, 
where a large proportion of the population still make 
free use of impure water. In Europe we have probably 
seen the last of it. A recent manual,’ compiled for the 
medical profession in China does not bring any new light 
to the subject. It will, however, be useful for the 
purpose for which it is designed, and as it is also published 
in Chinese it will reach a wider public, including the old- 
style practitioners, who are beginning to take an interest 
in the modern aspects and management of prevalent 
disease. 

Cholera in China has shown an irregular periodicity, 
and epidemics have arisen subsequent to its appearance 
in India, but it is quite impossible to say if cholera in China 
is still solely due to importation or whether the disease 
has now become fairly endemic. <A general view of the 
whole question points to the central basin of the Yangtze 
Valley as being the most suspicious focus of endemicity, 
and while investigations in Shanghai have shown abso- 
lutely negative results, even so far as the presence of 
non-agglutinable vibrios was concerned, yet this city, 
with its great inflow and outflow of people, must be 
regarded as the chief cholera-distributing centre of China. 
This volume is intended to be the first of a collection of 
practical manuals on the common epidemic diseases occur- 
ring in China. It marks a step in public health progress 
which mainly depends on the awakening of sanitary 
consciousness among the masses. There is yet much to 
do. While in most big Chinese towns there are many 
vastly improved public health measures, we find the 
people drinking boiled water or tea exclusively, and yet 
using the most polluted water for washing fruits, vege- 
tables, and utensils. Dr. R. Pollitzer deals with the 
cultural and biochemical properties of the vibrio, its sero- 
logical reactions and toxins, and the bearing of laboratory 
findings upon the epidemiology of cholera. He adequately 
sums up the diametrically opposite views of various 
writers, especially with regard to the spread of cholera 
infection and the loss of agglutinativity of cholera vibrios. 

Perhaps the most important part of the volume is that 
by Dr. C. Y. Wu on education and propaganda. Dr. Wu 
sets himself to the task of scientifically guiding the 
national consciousness towards modern and proved ideas 
of clean living and disease prevention. He recounts the 


4 Cholera: A Manual for the Medical Profession in China. By 
Drs. Wu Lien-Teh. J. W. H. Chun, R. Pollitzer, and C. Y. Wa. 
Shanghai: National Quarantine Service ; London: H. K. Lewis 
and Co. Ltd. 1934. (Pp. 197; 24 figures, 1 coloured plate. 


5 dollars in China ; 3 dollars in U.S.A. ; 12s. in England, pest free.) 
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and lays down the principles on which the next national 
anti-cholera campaign should be based. Dr. J. W. H. 
Chun discusses the clinical aspects of cholera in the light 
of all the modern findings and methods of treatment. 
He fully concurs with the dictum that almost anybody 
can be saved from cholera, which is merely a matter of 
nursing and careful attention to details of treatment. 
Where the cholera toxins abstract abundance of fluid by 
purging and vomiting there is no better or more logical 
means than the intravenous injection of hypertonic saline 
or normal saline solution. There is still plenty of 
occasion in the Orient for keeping in touch with the 
subject of cholera, as may be gathered from the data of 
the 1932 epidemic. There were 306 infected cities 
throughout China, with 100,666 cases and 31,974 deaths 
—a death rate of 31.8. The book is printed and published 
in Shanghai, and is well produced. 


NORMAL SERUM 

Le Sérum Normal’ is an encyclopaedia, and the biblio- 
graphy, which numbers over 1,300 references, is witness 
that MM. Brocg-Rousseu and Rousset have spared ro 
labour to collect all that is worth knowing about the 
normal serum. Owing to the frequent confusion between 
“plasma ’’ and ‘‘ serum ’’ the authors have introduced 
the subject by a careful definition of what they mean 
by serum as a “liquide exsudé naturellement aprés 
coagulation du sang,’’ and they qualify this by ‘‘ un 
sérum normal est un sérum provenent d’un animal en bon 
equilibre physiologique, non soumis des injections 
immunisantes.”’ 

The detailed account of the methods commonly em- 
ployed in collecting serum from different species of 
animals—-for example, horse, ox, pig, monkey, birds, and 
many others, including several invertebrate groups such 
as the crustacea—is interesting and useful. With this 
account are given the amounts of serum obtainable from 
these bleedings, the coagulation times of the bloods, and 
the contraction periods of the clots. It is rather curious 
to find the tortoise grouped with lobsters, and unfortunate 
that the method of bleeding a tortoise is omitted, as these 
animals are very difficult to bleed. After collection of 
the serum reference is made to “ tyndalisation ’’ and to 
“ aging,’’ and the methods of preserving are considered 
at length, desiccation being regarded as the best. 

The principal sections of the book discuss the physical 
characters of the serum, its density, osmotic pressure, 
surface tension, viscosity, electrical conductivity, etc., 
including the various methods that have been devised 
for estimating their values. It is not possible in a short 
review to analyse the great mass of data compressed into 
these chapters ; the information will certainly be of much 
use to research workers in physiological laboratories and 
in serum therapy institutions. To check the accuracy of 
the references would be a time-consuming task. In the 
bibliography we have noted several errors in spelling, 
which will no doubt be corrected by the printer in sub- 
sequent editions. 


MANIPULATIVE TREATMENT 
The subject of manipulative treatment is one which 
tends to excite among the laity an expectation cf a 
miraculous cure by the sudden and dramatic putting back 
of a bone which has been out of place ; among medical 
men it either arouses scepticism or awakens an interest 
which, owing to lack of literature and practical demon- 
strations, is difficult to satisfy. Dr. MARLIN’s little book 


Le Sévum Normal. Récolte et Caractéres Phvsiques. Par Denis 
Brocq-Rousseu 
(Pp. 364. 


et Gaston Roussel. Paris: Masson et Cie. 1934. 
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Manipulative Treatment for the Medical Practitioner® was 
written in response to many requests by interested 
colleagues, and presents an account of movements and 
manipulations all of which have been tested thoroughly 
and have had beneficial results. These procedures are 
clearly described, and photographs illustrating them show 
the most suitable grips for controlling movements, and 
the most advantageous positions for patient and operator, 
so that the reader will not have much difficulty in 
attempting similar manipulations. Where difficulty does 
lie, and where experience and skill count for so much, is 
in finding the right amount of force necessary to produce 
a certain adjustment and the precise moment at which 
to administer it. It is very doubtful whether a beginner 
in manipulative work would be able to produce enough 
muscular relaxation to allow of successful joint manipu- 
lation ; for instance, attempts to stretch the tendo 
Achillis might result in stimulating stronger contraction. 

The book contains chapters on joint manipulations jn 
general descriptions of cases which have been treated 
successfully, directions for manipulation of soft tissues, 
and the technique of manipulating individual joints, 
Among the latter are described three methods of manipu- 
lating the sacro-iliac joint, four methods of treating a 
displaced internal semilunar cartilage, besides descriptions 
of procedures for treatment of tennis elbow, painful feet, 
and stitfness of the spine. The author disclaims any 
attempt to do something ‘‘ magical,’’ and considers mani- 
pulation in the light of applied physics, taking into 
account the shape of the articular surfaces and the lever- 
ages employed in their adjustment. Only in such a way 
can the fullest benefit be obtained. The book can be 
recommended for its open-minded approach to a difficult 
subject, and the practitioner who reads it will look forward 
with eagerness to trying some of these manipulations on 
the next foot-weary, stiff-backed patient who comes his 
way. 


Notes on Books 


The appearance of a fifth edition of Diseases of Women, 
by TEN TEaAcHERS,’ indicates that this well-known text- 
book is maintaining its deserved popularity. The principal 
changes in the new edition are in the section dealing with 
the sex hormones of the ovary and pituitary. The present 
knowledge of these subjects has been very fully and clearly 
summarized, and the need to avoid unwarranted expecta- 
tions in regard to the therapeutic use of these hormones 
in the present state of our knowledge is clearly indicated, 
For the rest the book remains much as it was. It un- 
doubtedly gives what the authors have intended—namely, 
‘a well-balanced account of modern thought and practice 
in gynaecology.’ We have no doubt that this edition 
will maintain the prestige which its predecessors have won, 


The late Dr. G. M. Gould’s Pocket Pronouncing Medical 
Dictionary® of the principal words used in medicine and 
the collateral sciences now contains more than forty 
thousand words and tables of arteries, bones, muscles, 
signs and symptoms, metric measures, and doses of drugs, 
the latter based on the tenth revision of the United States 
Pharmacopoeia. To British readers it will probably be 
most useful in explaining the meaning of rare words and 
synonyms, and especially of eponyms, of which there is a 
truly formidable collection, many of them quite new to 
the reviewer. It is compact, easily carried in the pocket 
or bag, and capable of supplying information in the 
shortest possible time. 


Manipulative Treatment for the Medical Practitioner. By 


T. Marlin. Ch:B.,. D.M:R.E. Bondon: Arnold 
and Co. 1984. (Pp. 1383; 86 figures. 10s. 6d. net.) é ; 
7 Diseases of Women. By Ten Teachers. Under the direction of 


Comyns Berkeley, M.A., M.D., M.C., F.R.C.P., F.R.C.S., M.M.S.A., 
F.C.0.G.. Fifth edition. London: E. Arnold and Co. 1984. (PD. 
568 ; 185 figures. 18s. net.) Ry 

’ Gould’s Pocket Pronouncing Medical Dictionary. Tenth edition, 
revised by C. V. Brownlow. London: H. K. Lewis and Co., Ltd. 
1934. (10s. 6d. net ; with thumb index, 12s, 6d. net.) 
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OCLLAR HEADACHES 
Ophthalmology, even when qualified as clinical ophthal- 
mology, has obviously a wider range than the activities 
covered strictly by the term ‘‘ ophthalmic surgery,’’ and 
both studies and practice in this department have for 
the most part recognized that a broad outlook, rather 
than a restricted one, is necessary to meet alike the 
needs of the patient and the progress and extension of 
knowledge. In other words, pathological conditions 
in the visual apparatus often mean remote and some- 
times detached consequences, or are part of a clinical 
picture that requires a wide and inclusive survey. In 
particular, there are areas where ophthalmology has a 
common frontier with general medicine, with neurology, 
with rhinology, and even.with surgery, and the meeting 
along the boundary lines of representatives of the 
interests concerned may well mean mutual advantage 
and the settlement of doubtful issues. Recognition of 
these truths has not infrequently governed the arrange- 
ments of professional discussions with a view to secure 
both the preseniation of the larger relations of ophthal- 
mology and the consideration of these by practitioners 
who are not in a strict sense included within the 
technical ophthalmological ranks. Presumably motives 
of this order prompted the officers of the Section of 
Ophthalmology at the recent Annual Meeting to select 
as a topic tor debate ‘‘ Headache in Relation to Ocular 
Conditions,’’ and the two opening papers of the dis- 
cussion as printed in our present issue fully justify 
the choice. 

In preliminary remark Mr. Arthur Griffith 
expressed surprise that physicians so frequently fail 
to recognize faulty eye conditions as a cause of head- 
ache, and he quoted his own clinical records in support 
of his statement. The possible association between the 


ae 


‘two has often been affirmed, and, but for Mr. Griffith’s 


challenge, it might have been regarded as accepted 
doctrine ; and this all the more as it is difficult to 
imagine the absence of an ophthalmoscopic examination 
when the patient complains of headache, and, this posi- 
tion once reached, other ocular inquiries would seem 
to be almost inevitable. Perhaps the experience may 


be quoted as another illustration of the claim that even 
well-worn truths need occasional repetition and revival. 
When the existence of gross disease can be excluded it 
is principally in the direction of errors of refraction 
and of disturbed muscle balance that the source of 
ocular headaches is to be found. Of the former many 
are manifest when ordinary methods of testing are 


applied, though it is important to note that, at least 
in the case of astigmatism, it is the minor rather than 
the major defects which give rise to headaches ; in the 
one, compensation by ciliary effort is not attempted, 
for it would be in vain, while a relatively slight defect 
can be redeemed, though at the cost of effort, which in 
turn demands its penalty. Some few years ago it was 
not uncommon to hear of widespread and disastrous 
consequences attributed even to very minute degrees of 
astigmatism, and of the curative triumphs which correc- 
tion of these secured. In these claims it would appear 
there must have been an element of exaggeration, for 
nowadays their advocates are by no means active. 
While errors of refraction as a cause of eye-strain and 
of consequent headache are within comparatively easy 
reach, the detection of imperfect muscle balance is often 
far from a simple matter, and may be secured only as 
a result of special experience. None the less it is a 
possibility that must be borne in mind, and this the 
more so seeing that, given an accurate analysis, the 
ability. to provide relief is a fairly confident one. Mr. 
Griffith's remarks on this point have an eminently 
practical value. 

The opening address presented two reasons why in 
the individual patient the possibility of eye-strain as a 
cause of headache is sometimes unrecognized. One is 
the fact that the symptom at times becomes trouble- 
some, not when the eyes are actively engaged, but 
during or after a period of rest ; and the other, the 
remote situation of the pain, as, for example, in the 
occipital muscles. The essential initial disturbance is 
excessive muscular contraction, and the delayed head- 
ache may therefore be regarded as comparable to other 
delayed pains which follow undue muscular stress. As 
an explanation of the occipital headache due to eye- 
strain Mr. Griffith suggests that for certain reasons 
patients acquire the habit of ‘‘ screwing ’’ their lids 
together: this means tension on the frontal muscles, 
and as these, through the epicranial fascia, pull on the 
occipital muscles there is stress on these muscles also, 
and consequently a condition of painful contraction. 
Whether this ingenious suggestion is or is not warranted, 
the fact of occipital headache under eye-strain illustrates 
the truth that not all headaches of ocular origin are 
referred to the eyeballs or their immediate neighbour- 
hood. While it may be allowed that the primary 
source is strain in some part of the ocular musculature, 
the pain so produced may radiate over any of the 
branches of the trigeminal nerve, and occasionally, as 
just explained, be referred to the region of the occiput. 
With this generalization it is of course necessary to 
remember that not all pains or aches in these various 
regions are due to eye-strain, that even when eye-strain 
is part of the story it is not necessarily the whole of it, 
and that here as in other diagnostic ambitions it :s 
the whole which must be known before a safe conclusion 
can be written. 
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Among other points of interest in the opening papers 
may be noted the conclusion that migraine, in spite of 
the suggestive visual disturbances which accompany it, 
does not depend on any refractive defect. Such defect 
may of course be present in a migrainous patient as in 
a non-migrainous patient, but little hope of relief can 
be placed on its correction. There are also neuralgias 
to which the same comment applies. One of these, 
named by Dr. Wilfred Harris ‘‘ maxillary neurosis,’’ 
is characterized by pain more or less persistent in the 
cheek and at the side of the nose and temple, and is 
almost peculiar to women ; unfortunately it is very 
resistant to treatment, and neither operative interven- 
tion nor the injection of alcohol is of any avail. The 
possibility of pain, perhaps widespread pain, from acute 
glaucoma, and described by the patient as headache 
or neuralgia, is always a note in the practitioner’s 
memory, and headaches as a prominent symptom of 
many general conditions are frequent experiences. 
What the present discussion emphasizes is that, when 
no obvious explanation presents itself, it is impor- 
tant, in face of a negative clinical examination, to 
remember that even though the history does not suggest 
the conclusion, eye-strain in one or other of its varied 
forms may supply the solution of the problem. Con- 
tributions from specialized departments of practice to 
the wider interests of general medicine serve the interest 
both of those who give and those who receive, and, 
still more important, they contribute to the welfare of 
patients. 


= 


INFERTILITY AND CONTRACEPTION 
It may be of interest to consider together two recent 
publications: The Twilight of Parenthood,’ by Dr. Enid 
Charles, and the fifth report of the International Medical 
Group for the Investigation of Contraception.* Dr. 
Charles’s book is a brilliant and well-planned argument 
on a matter of great moment. If its facts, lessons, and 
conclusions could be brought home effectively to the 
statesmen, social workers, and people of Western 
Europe and America, it might prove epoch-making. 
The report, as Sir Humphry Rolleston says in his 
short introduction, is intended to give “‘ an impartial 
*summary of statistical and medical information about 
contraception as it becomes available in different 
countries.’’ Dr. C. P. Blacker, who may be described 
as the editor of the report, and whom we congratulate 
upon the interest and value of its contents, says that 
‘‘in the course of the last two years there has been 
observable a tendency for discussions on birth control 
to centre upon practical rather than upon moral issues,”’ 
and with these practical issues most of the document 
is concerned. Information comes from Great Britain, 
from the United States of America, from Denmark, 


1 The Twilight of Paventhood. A Biological Study of the Decline 
of Population Growth. 
Watts and Co. 
London: 
Street, S.W.1. 


By Enid Charles, M.A., Ph.D. 
(7s. 6d. net.) 

National Birth Control 
(2s.) 


London: 


Association, 26, Eccleston 
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from Germany, and from Russia. Probably the two 
most important sections are those which summarize 
books, or portions of books, by Dr. Enid Charles in 
this country, and by Professor Raymond Pearl in 
America, each published about two vears ago. The 
German contribution to the report has a peculiar and 
immediate interest in that its author, Dr. Max Hodann, 
has had to leave Germany for Switzerland on account 
of his connexion with the birth control movement ; he 
tells of the militant campaign against such control since 
the Nazis achieved power, and of the present position 
under their regime. The importance of the report as 
a whole, therefore, consists in the fact that it enables 
one to envisage in one fairly comprehensive view the 
existing actual practice of contraception over a con- 
siderable part of Western civilization, its methods, and 
the tentative results of those methods so far as they can 
be ascertained by imperfect means and with relatively 
small numbers. 

The Nazi attitude, if credence is to be given to the 
public statements of more than one of its chief 
exponents, is not based upon any tenable biological 
considerations or on realization of a tendency towards 
underpopulation, but upon the desire to produce, in 
numbers preponderantly larger than other nations, 
male citizens who may in time be available for warfare. 
Professor Pearl states that ‘‘ the mean number of 
pregnancies per white woman who practised contracep- 
tion was 2.79 ; per white woman who did not practise 
it, 2.68. The mean number of pregnancies per negro 
woman who practised contraception was 4.15, and per 
negro woman who did not practise it, 2.94 ’’—and this 
from as nearly random a sample of poor people as could 
well be obtained. Whatever weight may be attached 
to this finding, it is certain that the general advocacy 
and practice of contraception is based upon the 
opinion that large families are undesirable in themseives 
under modern conditions, and upon the belief that over- 
population is a national and world-wide danger. The 
untenable nature of this belief is demonstrated by Dr. 
Enid Charles. The title of her book, The Twrlight of 
Parenthood, has the disadvantage of not indicating at 
once the nature of the subject dealt with. This may 
be stated broadly as the menace of underpopulation. 
‘It unfolds the spectacle of a society which has lost 
the power to reproduce itself, is losing that power more 
and more, and must continue to dwindle unless a 
fundamental readjustment occurs within the human 
ecological unit.’’ It is not, of course, an entirely new 
thing to expose Malthusian fallacies. A few of the 
papers and speeches made at the last International 
Population Conference held in London in 1931 were 
effectively directed towards this ; but it was not a pro- 
nounced feature of that conference, and both biological 
and statistical advances have since then become more 
cogent. 

The facts and arguments are marshalled by Dr. 
Charles in a masterly way and set forth in most inter- 
esting fashion. She shows, first, that the analogy with 
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piological conditions obtaining in regard to non-human 
species is vitiated by man’s capacity to control both 
his own reproductive habits and the evolution of the 
animal and plant economy of which he forms a part. 
“The one thing man cannot avoid doing is interfering 
with the selective processes of Nature on a scale which 
no other animal has the power to do.’’ Secondly, she 
shows by an amazing number of examples that there 
js, under modern conditions, no danger of food shortage 
even in a world with a population immensely larger 
than the present. ‘‘ The world’s food production could 
be increased many times without increasing the area 
of cultivation if mankind exploited to the fullest extent 
all the scientific knowledge at present available.’’ 
Thirdly, she describes clearly and in relatively simple 
terms the new statistical methods of measuring fertility 
rates which we owe to Kuczynski. The gross reproduc- 
tion rate is defined as the number of girl chi'dren likely 
to be born to a woman passing through the whole child- 
bearing period on the basis of the fertility rates pre- 
vailing in a given place at a given time. The net 
reproduction rate takes into account the probability of 
survival of such children to become future mothers. 
A population with a net reproduction rate of unity must, 
if rates do not change, soon become stationary. ‘‘ A 
rate lower than unity means that a population is 
doomed to extinction ’’—again, if rates do not change. 
The United States, the British Colonies, and all Western 
European nations (including Germany and Italy) even 
now have rates below unity, and the rate is continuously 
diminishing. That of England and Wales is probably 
the lowest, at 0.75. ‘‘ Once a stable age composition 
has been reached the population would be reduced to 
less than six millions in about 200 years. ... If the 
rate were to fall further, say to 0.5, in the space of 
300 years the population would be reduced to 45,000. 
.. Our present knowledge makes such a possibility 
less incredible than anv of the ‘ nightmares of popula- 
tion’ which Malthus predicted.”’ 

In further chapters Dr. Charles discusses differential 
rates of reproduction between different classes of 
persons, and finds that apart from the fact that the 
urban rate is lower than the rural, any difference in 
rate between social classes is tending to disappear. 
Complete parity has in fact been reached in Stockholm. 
She deals also with the influence of contraceptive 
practice and technique, and with the physiological 
effects of civilized living, touches incidentally on pro- 
posals for sterilizing defectives, and finally discusses 
plans for ‘‘ the reinstatement of the child in a planned 
economy.’’ A point made by her is that it is the 
business of the biologist and scientific statistician to 
describe—perhaps sometimes to prescribe—but not to 
predict. We may be sure that all readers of her book 
will not be in full agreement with every suggestion 
made in the last chapter ; but every reader must realize 
the great importance of the situation disclosed, must 
admit the force of the general argument, and must 
admire the ability with which the thesis is stated and 
supported. 


NEEDS OF THE UNEMPLOYED 


For some time now medical men and others who have 
interested themselves in dietetics have maintained that 
there are sufficient scientific data upon .which to assess 
the minimum food requirements of the body, and that 
it is possible to translate those needs into pounds, 
shillings, and pence. As the cost of food consumed 
forms the major part of the outlay of any family near 
to or on the poverty line, the assessment of the cost 
of a minimum diet assumes great importance in the 
work of any public authority dealing with public 
assistance. In the past it has been the sociologist whose 
work has been accepted as the basis for calculation, 
and even to-day, in the recent social surveys of London 
and Liverpool, these same forty-year-old estimates, 
brought up to date as regards prices by use of the Board 
of Trade index, have been accepted as fundamentally 
sound. In future assessments it is essential that the 
estimates made by the British Medical Association’ 
Committee on Nutrition,’ or estimates based upon data 
provided by the joint conference of nominees from the 
Advisory Committee of the Ministry of Health and from 
the B.M.A.’s Committee,” be utilized. It will be 
remembered that the latter conference suggested greater 
latitude in interpreting the needs of the individual, and 
in some cases actually suggested an increase in the 
scale of allowances. A recent letter broadcast to the 
Press, lay and medical, signed, among others, by the 
President of the Royal Society, Sir Frederick Gowland 
Hopkins, who was chairman of the joint conference 
and is a member of the Ministry of Health’s Advisory 
Committee on Nutrition, lays stress on the need for 
expert medical opinion in estimating ‘‘ the minimum 
requirements of healthy living and the cost of satis- 
fying them for families of various sizes.’’* With this 
expression of opinion no medical man will disagree. The 
importance of such considerations at the present time 
lies in the fact that the new body, the Unemployment 
Assistance Board, has as its task to provide for the 
vast body of the unemployed according to their needs. 
The Minister of Labour who piloted the Bill creating 
this new board through the House of Commons stated 
that the function of the Board was ‘‘ to meet the whole 
needs other than medical needs to the extent that the 
meeting of those needs requires.’’* Clearly a standard 
of needs is essential to the fulfilment of the functions of 
the Board, and the major item of the standard is the 
figure for food requirement. How the other needs— 
fuel, clothing, cleaning, lighting, and rent—may be 
estimated, may be seen in a memorandum prepared by 
Miss Eleanor Rathbone, M.P., which has just been pub- 
lished.° This is a very able summary of the functions 
of the Board, the pledges of the Minister in charge of 
the Bill, past and present estimates of needs, and 
suggestions for the future assessments of needs. Medical 
men interested in the physical welfare of the un- 
employed will do well to avail themselves of the 
valuable information and constructive suggestions so 
clearly set out in this memorandum. 


1 Supplement to the British Medical Journal, November 23th, 1923. 

* Ministry of Health publication, January, 1934. 

8 British Medical Journal, Avgust 4th, 1934. 

4 Hansard, December 5th, 1933, p. 1615. 

5 Memorandum on the Scale of Needs. 
the Children’s Minimum Campaign Committee. 


Submitted on behalf of 
Obtainable from the 


Committee, Room 116, Thames House, Millbank, London, S.W.1. 4d. 
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OCULIST AND OPTICIAN IN EUROPE 


Not long ago the secretary of the French Association 
of Oculists appealed for information as to the fields 
of activity of these workers in different countries. The 
matter was taken up by the Association Professionnelle 
Internationale des Médecins, which has issued in the 
Revue Internationale for May the answers obtained 
from seventeen European countries to a questionary 
entitled ‘‘ The Position of the Optician vis-a-vis the 
Oculist, and the Attitude thereon taken by the Medical 
Organizations.’’ There are, as might be expected, 
many divergencies in the answers, but the secretary of 
the A.P.I.M. states that there is “‘ sufficient analogy 
in them to justify a serious attempt to clear up the 
veritable anarchy which exists to the detriment of all 
concerned.’’ The questions asked dealt primarily with 
the training and examination of the optician, his legal 
position, and the relations between opticians and 
the medical profession. In seven countries there is 
organized education of opticians, in nine nothing more 
than apprenticeship. The length of education averages 
a little over three years. In only three countries— 
Austria, Belgium, and Great Britain—is instruction of 
a medical nature given. In most countries there is 
a diploma, and therefore an examination, but in 
Denmark, Spain, Luxembourg, Poland, and Sweden 
there is neither. A diploma is necessary for practice 
in Austria, Danzig, Germany, Hungary, and_ the 
Canton of Vaud, Switzerland. In Germany, Danzig, 
and Great Britain the diploma specifically permits the 
use of both subjective and objective methods of exam- 
ination, whereas in Hungary and Canton Vaud the 
objective method is specifically excluded. The practice 
of sight-testing is open to anybody in all countries 
except Austria, Bulgaria, Germany, Norway, and 
Canton Vaud, where it is reserved for those who possess 
a diploma. In Germany opticians must not give 
glasses (except on medical prescription) to children and 
to persons suffering from disease. In Bulgaria and 
Danzig there must always be a medical prescription— 
though in Danzig the rule is said to be often ignored. 
In Hungary the optician can supply without prescrip- 
tion glasses up to 6 dioptres, but no compound lenses, 
and no glasses at all to children and old people. In 
Canton Vaud the optician may only use the subjective 
method of examination, and must not supply children 
under 16 except on a prescription. Only in Sweden 
does there appear to be anything comparable to our 
Association of Dispensing Opticians, whose members 
pledge themselves to supply glasses only on medical 
prescription, while nowhere does there exist any 
practical co-operation between doctor and optician like 
our National Eye Service. It seems, moreover, that 
Great Britain is the only country in which there is 
a rate- or State-provided eye service for school children, 
though Germany reports something of the kind at 
Berlin and Munich. Summing up the opinions of the 
various groups questioned, the secretary of the A.P.I.M. 
finds general agreement that the opticians should be 
technical collaborators with the oculist. France 
is prepared to co-operate with the optician on the basis 
of ‘‘ monopoly of prescription by the doctor and of 
supply of glasses by the optician.’’ Many groups 


would be prepared to give a higher degree of recogni- 
tion to the optician in exchange for evidence of greater 


competence on his part. Denmark would be satisfied 
if opticians were allowed to prescribe only plain lenses, 
There would seem to be a tendency to permit the pro- 
vision of glasses by opticians if they were allowed only 
to use the subjective method of examination. But the 
case against this is well stated by the Swedish Medical 
Association, as follows: 


“From the point of view of treatment, errors of 
refraction should be regarded as diseases. . . . If one tried 
to regard some of these errors of refraction as ‘ non- 
maladies ’ it would be necessary to make exact discrimina- 
tion between the different categories of errors of refrac. 
tion, leaving the optician to treat a certain number. But 
that is impossible, for such discrimination can only be 
arrived at by very careful examination of the individual, 
That being so, it is charlatanism for persons without 
medical education to take on themselves the treatment of 
errors of refraction. The general rule that a medical 
practitioner should not collaborate with charlatan 
applies to collaboration with an optician who treats errors 
of refraction, and, moreover, all advertisement by such 
people ought to be condemned by the medical profession.” 


EVIPAN ANAESTHESIA 


The arrival of a new anaesthetic on the market is 
usually a source of interest to the medical profession 
as a whole and to surgeons and anaesthetists in par- 
ticular. Evipan has been no exception to this rule, 
and, since its discovery about two years ago, it has 
had extensive clinical trial both here and on the 
Continent. For the most part its use has been confined 
to surgical procedures of short duration, and _ little 
effort has been made to prolong anaesthesia for opera- 
tions lasting for an hour or more. The experiences of 
various Continental surgeons with continuous evipan 
administration should therefore be of interest. Drs. 
Jentzer, Oltramare, and Poncet,’ working in Geneva, 
have recently published their results of seventy-two 
major operations performed under evipan. In order 
to prolong anaesthesia for as long as necessary they 
devised the following technique. Each patient was 
given an initial dose of the drug intravenously, the 
amount varying from 6 to 10 c.cm. The injection was 
given slowly, the time taken being from three to seven 
minutes. After injection the syringe was disconnected 
from the needle, and its place taken by an apparatus 
for supplying a continuous drip of hypertonic glucose 
solution. This served the double purpose of supplying 
glucose to the liver and keeping the lumen of the needle 
patent. At the first signs of returning consciousness 
1 or 2 c.cm. of evipan were injected into the rubber 
tubing conveying the glucose solution to the vein. This 
usually prolonged anaesthesia for about twenty minutes, 
and was repeated as often as necessary. By this means 
they were able to perform a gastrectomy by Finsterer’s 
technique in rather less than three hours and with a 
total dosage of 27 c.cm. of evipan. Throughout the 
operation the patient’s arm was kept steady in an arm- 
rest, and the needle was kept in position in the vein 
by means of an armlet. All the patients were given a 
preliminary injection of omnopon, which was repeated 
after the operation if the patient showed signs of rest- 
lessness. Some of their earlier cases required a few 
whiffs of ether to supplement anaesthesia, but with 


1 Presse Médicale, April 25th, 19324, p. 668. 
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increasing experience this became unnecessary. Drs. 
Menegaux and Sechehaye! have copied this technique 
in about seventy cases with satisfactory results. They 
also regard it important to give the initial injection 
slowly—1 c.cm. in approximately one minute. As soon 
as the patient’s jaw relaxes a note is made of the 
quantity already injected, and a similar amount is 
again given at the rate of 1 c.cm. in thirty seconds. 
The rest of their techniq'se is similar to that of Jentzer 
and his colleagues. Both sets of workers are satisfied 
that the method is safe in careful hands, and if it is not 
used in patients with hepatic disease. They both agree 
that from an operative point of view ano-rectal cases 
are the least satisfactory for evipan anaesthesia, owing 
to the occurrence of jerky movements of the legs. No 
untoward happenings were recorded, and the length of 
time for recovery after the anaesthetic was roughly in 
proportion to the dose of evipan injected. It would 
thus appear that short duration of anaesthesia, which 
has been one of the chief drawbacks to the use of 
evipan in major surgery, has now been successfully 
dealt with. Whether or not it will be used more widely 
on that account remains to be seen. There will no 
doubt be many who hesitate to give every surgical 
patient 20 to 30 c.cm. of a powerful barbiturate is 
a routine. Evipan deaths when they occur are not 
always explicable. Duboucher and his colleagues in 
Algiers recently gave a patient aged 60 about 5 c.cm. 
of evipan for the cure of a hydrocele. The operation 
was performed without difficulty, but the patient did 
not regain consciousness, and died twenty-two hours 
later. This was their sole death in 102 cases. They 
found evipan useful for Mohammedan patients, who 
regard inhalation anaesthesia as allied to intoxication, 
which is forbidden by the Koran—a point that may be 
noted by those who practise in the East, but is scarcely 
of importance to anaesthetists in this country. 


SWIMMING BATHS 


It is both seemly and hygienic that the water of 
swimming baths should be maintained in a condition 
approximating to its native purity. Since the ideal 
plan of constant replenishment, as in the case of a 
running river, is, on the ground of expense, excluded 
on the large scale, recourse is now usually had to the 
use of re-circulated water which is at the same time 
submitted to a process of continuous cleansing. A 
good account of the plant employed for this purpose 
is contained in the second edition of the work on 
swimming-bath water by Messrs. Wilkinson and Forty.? 
The next step is the removal of large objects by means 
of a strainer. Next, after the addition of aluminium 
sulphate, the water is passed through a mechanical 
filter—for the most part of the pressure type—at the 
rate of 250 gallons or more per square foot per hour ; 
after filtration comes aeration to restore brightness and 
sparkle. The revivified water is then subjected to the 
bactericidal action of chlorine gas, or alternatively 


Presse Veédicale, June 27th, 1934, p. 1036, 


2 Swimaning Bath Water Purification from the Public Health 
Siandpoint. With Special Reference to Plant and Equipment and 
Hygienic Education. By F. Wilkinson, M.1.C.E., M.I.M.E., F.R.S.L., 
and F. J. Forty, B.Sc., A.M.I.C.E, M.R.S.I. With foreword by 
Professor H. R. Kenwood, C.M.G., M.B., C.M., D.P.H., F.R.S. 
London: The Contractors’ Record Ltd. 1934. (Pp. 264 ; 58 figures. 


12s. 6d.) 


chloramine, ultra-violet radiation, or catadyn silver. 
It is not enough, as in the purification of drinking- 
water, that the bactericidal substance should be designed 
to kill off all germs in the water at the time of dosage. 
It must be administered in such excess as will destroy 
also those added to the water after its return to the 
bath. In the case of chlorine a residual concentration 
of 0.2 to 0.5 part per million is believed to be sufficient. 
The final procedure, before returning the water to the 
bath, is to re-heat it to, say, 72° F. In later sections 
of Wilkinson and Forty’s book the chemical and 
bacteriological characters of bath waters are considered, 
and reference is made to the determination of alkalinity 
with a view to filtration and to the estimation of 
residual chlorine by means of the orthotolidin test. 
The chapters on construction and management are full 
of useful practical points. The book is recommended, 
for information and guidance, to medical officers, 
engineers, borough surveyors, sanitary inspectors, and 
all who directly or indirectly may have to do with the 
provision or control of swimming baths. 


THE DEPRESSION AND HEALTH IN THE U.S.A. 


The annual report for 1933 of the Surgeon-General of 
the Public Health Service of the United States’ contains 
a note on the effects of the economic depression upon 
health. For several years past the Office of Statistical 
Investigations has obtained provisional mortality data 
from State health departments as a current index of the 
nation’s health. Mortality has been decreasing in 
almost every State, but mortality in the general popula- 
tion does not truly reflect all the unfavourable factors. 
No change in mortality would be expected in that part 
of the population which is still employed: ‘‘ the health 
of the unemployed is the real matter to be considered, 
and sickness is a better index of health than mortality.”’ 
Information about sickness and deaths in a group of 
families was collected by house-to-house canvass and 
studied in co-operation with the Millbank Memorial 
Fund. A four-year history of employment and income 
and a three-month illness record permitted a com- 
parison of families whose heads had been out of work 
for one, two, three, or four years with those not affected 
by unemployment. About 1,000 families were can- 
vassed in each of ten localities, including eight large 
cities and two groups of villages. Communities were 
chosen that had been hard hit by the depression, and 
within the city the districts with the most unemployment 
and relief work were surveyed. Slum areas in which 
the “‘ chronically poor’’ would be found in large 
numbers were, however, omitted from this survey. 
Within the selected sections every family was included, 
both employed and unemployed. Preliminary results 
indicate higher sickness rates among the poor, par- 
ticularly in the case of the more serious illnesses that 
cause inability to work or confine the patient to bed. 
It appears also that families who were moderately 
comfortable in 1929 but who had been poor for two 
or three years suffered more from sickness than those 
who had only lately become unemployed and poor, 
while those now poor who formerly lived in moderate 
comfort reported more sickness than those who had 
been poor during the whole four-year period. 


1 U.S. Government Printing Office, Washington, D.C. (75 cents.) 
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ONE HUNDRED AND SECOND ANNUAL 
MEETING 
of the 


British Medical Association 


HELD AT BOURNEMOUTH, JULY, 1934 


THE SECTIONS 
SUMMARY OF PROCEEDINGS 


During the next few months there will be published in 
the BRITISH MEDICAL JOURNAL the opening papers com- 
municated to the Scientific Sections of the Annual 
Meeting at Bournemouth. The reports of discussions 
in this and previous issues are intended to give 
members who were not present a general idea of the 
proceedings. 


SECTION OF MEDICINE 
Friday, July 27th 


OEDEMA—ITS CAUSATION AND TREATMENT 

With Professor J. G. EmManuet (Birmingham), a Vice- 
President, in the chair, Dr. T. Izop BENNETT opened the 
discussion on the causation and treatment of oedema. 

Dr. Bennett said that the two main factors governing 
the passage of fluid from the capillaries to the tissue spaces 
were the intracapillary pressure and the colloid osmotic 
pressure of the plasma proteins. The intracapillary 
pressure was probably little affected by the arterial 
tension, but was easily increased by rise in the venous 
tension in any condition of back-pressure. As Starling 
had shown forty years ago, colloid osmotic pressure was 
of supreme importance, and was a constant drag on the 
passage of fluid into the tissues. Diminution occurred 
whenever there was loss of protein from the blood as in 
the case of extreme albuminuria, the loss of albumin being 
much more effective than loss of globulin. Increased per- 
meability of the capillary wall was undqubtedly a factor 
in some cases, especially in urticarial conditions, but by 
itself it would not necessarily produce oedema. Sodium 
chloride had long been recognized as important: it had 
much to do with determining chronicity, but there was 
no group in which it was the predominant factor. It was 
the sodium ion and not the chlorine ion that was signiii- 
cant, and treatment must be based on these considerations. 
In cardiac oedema the main indication was to assist the 
output of the right ventricle. Rest was essential, and in 
the presence of auricular fibrillation digitalis was most 
valuable. Fluids must be strictly limited, and the diet 
should be free from salt. Careful comparisons of the fluid 
taken and urine excreted were a great help in control. 
Where these measures failed the mercurial diuretics, par- 
ticularly salyrgan, were invaluable. In acute pulmonary 
oedema morphine and prompt venesection were often life- 
saving. The renal oedema which occurred as a terminal 
event in chronic nephritis was often due to cardiac failure ; 
there was no renal failure. In such cases there was no 
contraindication to salyrgan. In the oedema that charac- 
terized the so-called nephrosis there was heavy albumin- 
uria of long standing with reduction of plasma protein, 
but none of the changes in blood chemistry indicated renal 
failure. Here a high protein diet, particularly vegetable 
protein, was called for, and water and salt were to be 
strictly limited. Salyrgan was not contraindicated as a 
rule, but it must never be given in the presence of any 
indication of a progressive renal lesion. In acute and 
subacute glomerular nephritis the treatment was entirely 
different. With such progressive lesions all strain on the 


kidney must be avoided, and in acute cases complete 
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starvation was the ideal treatment. By limiting fluids 
to 20 oz. and food to small amounts of fruit, remarkable 
recoveries were to be achieved. 

Dr. A. W. Srotr discussed the treatment of cardiac 
oedema. The diagnosis, he said, was usually simple, for 
there were always concomitant signs of general venous 
engorgement, and obvious evidence of myocardial failure. 
First thoughts must clearly turn to preventive treatment, 
but there was rarely any clue to the factor that pre- 
cipitated failure in a heart that had hitherto maintained 
its extra burdens. Increasing dyspnoea, however, was a 
danger signal, and indicated the need for rest. Oedema 
itself, in its mild form, cleared up with rest and digitalis, 
and required no special treatment. In severe cases and in 
congestive failure with normal rhythm digitalis might give 
no great help ; complete rest was essential, and this might 
be more easily obtained if the patient sat up in a chair 
1ather than in bed. Food should be given in small and 
easily digested meals, and tluid and salt should be re- 
stricted. The saline diuretics were of little value, and 
those of the xanthine group were uncertain. The most 
satisfactory results were obtained from the mercurials, 
especially salyrgan, which should be given preferably in- 
travenously. Treatment did not end with the relief of 
oedema, and borderline cases were considerably benefited 
by continued ‘‘ prophylactic ’’ doses of salyrgan. 

Dr. H. GAINSBOROUGH said that the renal condition in 
which oedema was most evidenced was the so-called 
nephrosis. This conception had led many to regard the 
oedema as of extrarenal origin. In his view the condition 
was really an inflammatory one. In subacute and chronic 
cases the toxi-infective process was mild though persistent, 
the renal changes were slow and progressive, and the ten- 
dency to oedema might last for years. The toxi-infective 
process also exerted a selective action on the renal paren- 
chyma, and in the end there might be nitrogen retention, 
hypertension, and death in uraemia. In acute nephritis 
the changes were rapid, and the condition resembled that 
in chronic nephritis after the tendency to cedema had dis- 
appeared. The treatment of oedema consisted in fluid and 
salt restriction, diuresis, and mechanical means, in that 
order. The best diuretics were urea, acidosis-producing 
salts, and salyrgan ; the latter acted as a renal poison, and 
in renal oedema was only to be used in cases of dire neces- 
sity. The chronic underlying disease must be treated by 
diet, sun, air, and warmth ; food must be ample, and 
nitrogen intake adequate for the body’s needs. Healthy 
sanatorium life might sometimes bring complete recovery, 
even in severe cases. 

Dr. GeorrreyY Evans pointed out that oedema in 
nephritis might assume a variety of forms. In some cases 
it appeared in the cardiac form ; in others there was 
evidence of a tissue metabolism factor in the symptoms 
of subthyroidism ; while in others there might be indica- 
tion of the distribution of angioneurotic oedema. In the 
cardiac form digitalis was of real value, and in some acute 
cases the results of venesection were dramatic. Thyroid 
extract might bring relief in subthyroid conditions, and in 
the toxic cases starvation, as recommended by Dr. Bennett, 
might be of great benefit. In every case of renal oedema, 
whatever the tvpe of renal disease, it was essential to 
watch for all the known causes of oedema. The persistent 
oedema that accompanied nephrosis afforded opportunities 
of trying various remedies and also of noting their ill 
effects. Salt restriction, so valuable in many cases, was 
sometimes intolerable, and led to acidaemia and uraemia. 
Salyrgan, too, must always be used with caution. 

Dr. J. Maxwe vt discussed briefly the chief factors in 
the causation of oedema of any type, with particular refer- 
ence to the localized oedemas. In this group the chief 
instances were acute inflammation, the urticarial condi- 
tions, and some renal cases. In the urticarial group it was 
probable that the capillaries in the affected area were, 
temporarily more permeable, and the phenomena were 
very like those which followed intradermal injections of 
histamine. It had been suggested that urticarial and 
angioneurotic oedema were the result of the local libera- 
tion of a histamine-like substance. In cases of angio- 
neurotic oedema injection of adrenaline into the swelling 
often proved effective. Protein shock and autohaemo- 
therapy were also successful sometimes, but the condition 
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was apt to recur. Cases in which specific desensitiza- 
tion was successful were, unfortunately, rare. 

Dr. F. C. BorromLey (Bournemouth) drew attention to 
the old-fashioned remedy of heat, and cited a case—that 
of a child—in which hot-air baths had been rapidly 
followed by increased urinary output and diminution of 
oedema, with ultimate complete recovery. Professor 
Langdon Brown confirmed Dr. Bottomley’s experience, 
and suggested that the effect of hot-air baths depended on 
the removal of salt from the tissues in the sweat. Analysis 
of the sweat lost showed a high content of sodium chloride. 
In cases which responded the sweating occurred with pro- 
gressively lower temperatures in the bath. He also advo- 
cated a diet restricted to fruit juice and glucose in acute 
nephritis. Dr. E. L. SerGeant (China) asked whether the 
examination of the blood calcium would be of any help, 
and suggested that the administration of parathyroid and 
calcium might be a rational treatment. Mr. N. E. 
WaATERFIELD (Great Bookham) advocated the use of auto- 
haemotherapy in the urticarial conditions. Dr. W. N. 
Leak (Winsford) asked whether there was any evidence 
of vitamin deficiency in any of the forms of oedema that 
had been discussed. Dr. JoHN PARKINSON was unable to 
agree that rest, obtained by sitting a cardiac patient in a 
chair, was comparable to the rest in bed. Morphine might 
help to make rest in bed easier. ‘‘ Dropsy ’’ was a word 
of evil import to the layman, and it was therefore largely 
avoided, but it was a useful term to impress upon the 
patient the essential need for rest. Digitalis was not to 
be restricted to cases of auricular fibrillation ; it was of 
great value in oedema with a normal rhythm, and its 
regular use in suitable cases helped to postpone the occur- 
rence of oedema. 


SECTION OF SURGERY 
Friday, July 27th 
HERNIA OPERATIONS 

With the President, Professor G. Grey TuRNER (New- 
castle-on-Tyne), in the chair, Mr. C. Max Pace read a 
paper on physical efficiency after operations for hernia. 

Mr. Max Page based his remarks chiefly on inguinal 
hernia. The practical surgeon, he said, would in the first 
place wish to determine the type of operation most likely 
to give a lasting cure. Radical cures were put first on 
a sound basis by Bassini, and his method and the others 
that followed were based on obliteration of the sac and 
reinforcement, rather than reconstruction, of the muscula- 
ture of the canal. The next important advance was the 
use of fascial grafts and sutures. In spite of the great 
amount of consideration given to the subject no common 
standpoint as to the best methods and their effectiveness 
had been reached. This was largely due to the lack of 
proper follow-up systems. Most surgeons were satisfied 
with their results, but he thought that a more critical 
follow-up would show a much higher recurrence rate than 
was imagined. Block’s figures, based on the work of 
650 different German surgeons, showed a recurrence rate 
of 4.2 per cent., employing the Bassini operation in over 
13,000 cases. Block considered constitutional defect and 
poor tissue as the chief cause of failure, closely followed 
by suppuration and haematoma. He (Mr. Page) agreed 
with Block that the recurrences after operations for in- 
direct hernia were of the nature of internal direct hernias. 
Block, again, had found no definite ratio as to recurrence 
depending on the duration of recumbency after operation, 
or any relation between recurrence and the suture material 
employed. Mr. Page thought Block’s figures, while 
valuable, were too comprehensive in assessing recurrence 
in adult inguinal hernia, since, by common consent, cure 
in women and children reaches a very high mark. 
American figures were even more optimistic. He (Mr. 
Page) himself assessed the recurrence rate in a healthy 
body of men, the Metropolitan Police, to be as high as 
20.2 per cent. for indirect hernia and 25 per cent. for 
direct hernia, Whilst not sufficient time had elapsed for 
a clear assessment, it appeared that the use of fascial 
grafts and sutures were valuable in direct and_ large 
indirect hernias. His conclusions were that recurrence 


after operation in the young to middle-aged was much 
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commoner than was supposed. Whether this state of 
affairs was due mainly to differences of technique, failures 
of technique, post-operative complications, doub!e hernias, 
or to hereditary or congenital weaknesses he was un- 
certain, and hoped that successive speakers would 
elaborate their opinions. 

Mr. Georrrey Keynes said that, practically speaking, 
there were few hernias for which cure should not be 
attempted. All recurrences were due to a failure of 
technique, and this in turn was largely the result of 
surgeons being too standardized in their methods. In this 
connexion a prolific cause of recurrence was the perform- 
ance of the same operation for direct and indirect hernias. 
Physical efficiency after operation therefore depended on 
the surgeon having at his command an operative repertoire 
equal to dealing with every situation. The difficulties 
due to age or bronchitis could be circumvented by a 
varying anaesthetic technique. Mr. Keynes then showed 
slides illustrating all types and degrees of hernia. 

Mr. HinpmMarsH (Newcastle-on-Tyne) had investigated 
a series of 154 hospital cases. The patients were nearly 
all heavy manual labourers. In 102 cases of inguinal 
hernia eighty-nine were completely cured ; nine had recur- 
rences (five bad and four slight) ; and four had pain 
in the scar. In thirteen cases of umbilical hernia eleven 
were completely cured, one had recurrence, and one com- 
plained of a painful scar. Of thirteen cases of ventral 
hernia eight were completely cured, four had recurrence, 
and one had a painful scar. Of twenty-six cases of 
femoral hernia twenty-three were completely cured, two 
had recurrence, and one had a painful scar. He had been 
agreeably surprised by his analysis. Workers in warm 
atmospheres, such as miners, found trusses unbearable, 
and demanded operation. He considered post-operative 
suppuration the chief cause of failure. 

Mr. E. M. Cowetr (Croydon) advocated wide resection 
of the hernial sac, taking away as much slack peritoneum 
as possible and covering the weak hernial opening with 
suitable fascial flaps, using fascial sutures. Mr. PHILIP 
TuRNER, whilst agreeing that removal of the sac was the 
essential, said that it was almost equally important to 
repair the defect in the transversalis fascia in adult cases. 
He had achieved this by, after removal of the sac, turning 
up a pedunculated flap under Poupart’s ligament into 
the inguinal canal, and suturing it to the margins of the 
opening in the fascia. He had operated upon about on= 
hundred patients by this method, with two small recur- 
rences. Mr. McApam Ecc tes did not think that a truss, 
when such treatment was indicated, was a nuisance if 
properly made and properly applied. Speaking as an 
older surgeon, and referring to working-class adult cases, 
he doubted if selection of the type of operation was as 
important as attention to detail in asepsis and care in 
convalescence. He favoured ten days’ recumbency and 
a further ten days’ hospital care, with abdominal and 
breathing exercises. Mr. Woop Power (Hereford) was not 
impressed with the fascial graft methods for ventral 
hernia. He split the rectus muscle obliquely and slid the 
anterior portion over to the mid-line. Mr. P. H. 
MIrcHINER stated that because in adults there was a 
failure of the musculature of the inguinal canal to shut 
on exertion, post-operative recumbency after repair, best 
done by fascial graft, should be for at least three weeks. 
Thereafter strain or exertion should be avoided for three 
months. He considered the recurrence rate after any 
operation for femoral hernia was 5 per cent. Dr. JoHN 
Ramsay (Launceston, Tasmania) supported the use of 
kangaroo tendon sutures. Professor A. W. SHEEN 
(Cardiff) said recurrences were mainly due to failure of 
removal of the deepest part of the neck of the sac by 
inexperienced operators. Mr. Brarr (Hull) was in favour 
of three weeks’ hospital convalescence after operation. 

Mr. Max Pace, replying, said the discussion had shown 
great variation on the points of technique, on the 
importance of technique, on the question of how long the 
patient should remain recumbent after operation, and 
on the importance of the various causes of recurrence. 
All the opinions expressed could not be right, and the 
subject could only be clarified by the adoption of proper 
follow-up systems. 
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SECTION OF OBSTETRICS AND GYNAECOLOGY 
Friday, July 27th 


DiATHERMY CUTTING CURRENT IN CERVICITIS 
With Mr. S. Gorpon LUKER (Bournemouth) in the chair, 
Mr. J. C. AtnswortH-Davis read a paper on “‘ The Treat- 
ment of Chronic Cervicitis by the Diathermy Cutting 
Current.”’ 

Mr. Ainsworth-Davis said that the palliative treatment 
of this condition was seldom successful, and surgical 
measures were more reliable. His own method was to 
remove the glandular tissue of the cervix with a wire loop, 
which was used as the diathermy cutting knife. A non- 
inflammable antiseptic must be employed, and the curette 
must be passed at least a quarter of an inch beyond the 
internal os. The loop was so constructed that the correct 
depth of tissue was removed in strips. There was no bleed- 
ing. If an erosion of the cervix was present deeper strips 
of tissue must be removed. The speaker illustrated his 
apparatus and his discourse by means of lantern slides. 
No distortion or contraction of the cervical canal occurred, 
but no opinion could be given as to the results the treat- 
ment would have on conception and pregnancy. Following 
treatment in one case the patient became pregnant for the 
first time after twelve years of married life. The subse- 
quent pregnancy was normal. Chronic cervicitis was a 
common cause of infection of the urinary tract, and as 
such should first be treated. The strength of the current 
was adjusted to dial setting 4 on the genito-urinary endo- 
diathermy machine. 

Mr. ALEcK BouRNE said he had used the method 
described, and had experienced difficulty in controlling the 
depth of the cut. He also found that the bleeding was 
severe. Mr. W.S. RicHarpson (Bournemouth) said that 
in his experience the immediate results of treatment were 
extremely good. Drs. H. J. McCurricu (Hove) and L. M. 
Jerrries (Hove) also approved of the method. Dr. 
DuGaLp Bairp (Glasgow) doubted that chronic cervicitis 
and a chronic urinary infection could be so closely asso- 
ciated as had been suggested. Mr. S. Gordon LUKER 
(Bournemouth) expressed doubts as to whether the 
method might not interfere with the Irkelihood of ensuing 
pregnancy. 

In reply, Mr. AtnswortH-Davis said that the depth of 
the cut was judged by experience: dryness of the cut was 
ensured by the slowness with which it was made. 


PYELITIS OF PREGNANCY 


Dr. DuGaLp Batrp, in a paper entitled After-histories 
of Pyelitis of Pregnancy, with Special Reference to Subse- 
quent Pregnancy,’’ stated that 208 cases of pyelitis of 
pregnancy had been studied over a period of one to five 
vears, of which seventy-four had had no subsequent preg- 
nancy. Fifty-two per cent. of those did not feel well, 
and 47 per cent. still had infected urine. Some of the 
cases with persisting infection of urine felt well, and some 
of those with sterile urine did not. Urological examina- 
tion showed that in many cases there was permanent 
damage to the kidney substance, usually the right. 
Symptoms complained of were renal pain or pain along 
the ureters, usually worse before the menstrual period. 
Of the 134 patients who had experienced subsequent 
pregnancy, eighty-seven had had one, with pyelitis 
occurring in forty-six, and thirty-two had had _ two, 
fourteen of whom had had pyelitis with each pregnancy. 
As a rule, if the urine was sterile before the onset of a 
second pregnancy pvelitis would not recur. If the urine 
was infected an exacerbation would often occur, and this 
depended largely on stasis in the ureters. The exacerba- 
tion was practically always less severe than the original 
attack. In some cases the infection became less severe 
with succeeding pregnancies, and disappeared spon- 
taneously. In others the infection persisted, giving rise 
to stricture, haematuria, calculus, and occasional acci- 
dental haemorrhage and uraemia. In a number of these 
cases termination of the pregnancy subsequent 
nephrectomy had been required. (Dr. Baird illustrated 
his paper with lantern slides.) 


Mr. Gordon LuKER said he had the impression that 
pyelitis had recently appeared to be less severe, and was 
frequently associated with toxaemia of pregnancy. Mr, 
Carnac Rivetr thought that the condition was increasing 
in severity: he advised termination of pregnancy in cases 
that failed to respond to medical treatment. Dr, E. M. 
TOWNEND (Hull) had also terminated the pregnancy in 
a number of cases. Dr. R. A. R. WaALLace (Bishop’s 
Stortford) felt that the condition occurred largely as a 
result of excess of carbohydrate. ia 

In reply, Dr. Bgtrp stated that induction of abortion 
was required in those cases which failed to respond to 
standard treatment: usually these were Icft far too long 
before the pregnancy was treated. 


A CHLOROFORM INHALER 


Mr. R. Curistre Brown described a simple chloroform 
inhaler for use in normal midwifery. This apparatus was 
first designed for those patients whose confinement was 
conducted by midwives. 

Mr. Christie Brown thought that his inhaler was simple 
in use, cheap to manufacture, and could be administered 
by the patient. The principle was that of the unspillable 
inkwell. The inhaler was enclosed in a linen bag to 
prevent the chloroform splashing out. The air breathed 
was passed over, and not through, the chloroform. The 
inhaler had been tried out on 800 cases at the City of 
London Maternity Hospital, with considerable success. 
A mask which could be fitted to the instrument was 
demonstrated. 

Mr. A. J. WriGLey felt that Mr. Christie Brown had 
produced an inhaler that was a great improvement on the 
capsules of chloroform. Mr. Carnac Kiverr wondered 
why midwives should not be allowed to give anacsthetics. 
He thought that with adequate training they would 
do so safely. He also felt that the inhaler was an 
improvement on the capsules. 


UTERINE RETROVERSION 

Mr. Gorpon LuKER read a paper on “‘ Retroversion 
of the Uterus.’’ He said that gynaecologists taught 
that mobile retroversion needed no treatment: he dis- 
agreed with this teaching. A congenital retroversion in 
a nulliparous woman seldom required treatment. In a 
married woman this condition might give rise to dys- 
parecunia. Retroversion acquired after miscarriage or 
labour certainly did require treatment. This occurred in 
as little as 13 per cent. of primiparae. Failure to correct 
the retroversion in these cases led to a likelihood of 
prolapse. Backache was experienced, which was relieved 
by rest. Lastly, a group of cases was found in which the 
malposition was discovered at some distant time after 
childbirth. Retroversion with dyspareunia should be cor- 
rected by manipulation, but frequently it was impossible 
to maintain the anteversion with a Hodge pessary. Failure 
usually indicated operative treatment. Preventive treat- 
ment should be first used in acquired retroversion. A prone 
position should be adopted for at least two hours a day 
in the puerperal woman. The patient must have a post- 
natal treatment one month later, and the malposition 
corrected. The speaker preferred the Hodge pessary to 
the rubber ring pessary. Operative treatment was 
especially indicated when the uterus was fixed and the 
prolapsed ovaries were tender. An inquiry from the senior 
gynaecologists at the London teaching schools indicated 
that operation for the condition was seldom indicated or 
performed. The operation of choice was that described as 
a modified Gillian’s operation. 

Mr. R. Curistie Brown said that he had examined 
1,000 women after confinement, and found only fourteen 
who had a retroverted uterus. No treatment was insti- 
gated, and in six months’ time seven only had a retro- 
verted uterus. He did not believe retroversion caused the 
symptoms associated with ‘‘ uterine congestion.’’ Dr. 
A. BLooMFIELD said that most relief was gained when, at 
the operation for retroversion, other complications were 
found. Dr. CHisHotm (Dundee) agreed that retrovers:on 
caused symptoms, and that alleviation of these symptoms 
occurred after operative correction. He did not think 
that retroversion predisposed to prolapse. Dr. HuTron 
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(Orpington) had come to believe that retroversion caused 
more symptoms than was usually thought to be the case. 
He felt that postural treatment in puerperal women could 
not receive sufficient stress, 


THE PROLAPSE SYNDROME 

Mr. A. C. PALMER read a paper entitled ‘‘ The Prolapse 
Syndrome: Its Treatment by Vaginal Hysterectomy, with 
Reconstruction of the Pelvic Diaphragm,’’ with cinemato- 
raph demonstration. 

The speaker said that when prolapse occurred in 
women who, in addition, had excessive uterine haemor- 
rhage, the term “ prolapse syndrome ’’ was used. Usually 
two severe operations were required to deal with this 


syndrome. Mr. Palmer said that the combined operative 
treatment had been performed by him on_ sixty-two 
occasions. Urinary infection was common. It occurred 


in seventeen cases, but was less likely if a self-retaining 
catheter was employed. Secondary vaginal haemorrhage 
was seldom to be seen if the vagina was treated with 
a daily antiseptic douche. Before the operation was 
attempted the cervix should be mobile. The operation 
consisted of anterior colporrhaphy, hysterectomy, posterior 
colporrhaphy, and perineorrhaphy. He then illustrated 
the operation with a film to an admiring audience, who, 
if they were critical of its necessity and of the severity 
of the operation, were unstinting in their praise of the 
demonstration. 


SECTION OF NEUROLOGY, PSYCHOLOGICAL 
MEDICINE, AND MENTAL DISEASES 
Friday, July 27th 
THE MECHANISM OF PaIN 
With Mr. Norman Dorr (Edinburgh), a Vice-President, 
in the chair, Professor Davip WateRston (St. Andrews) 
opened a discussion on pain. 

Professor Waterston said that the mechanism of pain 
production was as yet unknown. We did not realize with 
certainty whether the thalamus was the centre—if indeed 
there was a “‘ centre ’’—nor what the effective stimuli 
and end-organs in many structures were. Different struc- 
tures had very different sensitivity to pain—for example, 
the skin and the alimentary canal. He _ believed the 
problem of the mechanism of pain in the viscera would 
not be solved until we knew more about its mechanism 
in the somatic tissues. He referred to his own experi- 
ments in which various tissues were tested with a sharp 
needle. The epidermis was well supplied with nerves 
and had many free nerve endings, yet it was not sensitive 
to pain. Its nerves might be injured or divided without 
pain resulting. The dermis gave an acute pain response ; 
subcutaneous tissue was relatively insensitive ; acute pain 
was caused by the passage of the needle through the 
fibrous aponeurosis of a muscle, but in the muscle tissue 
proper the sensation was a dull feeling of pressure. 
Pricking the wall of a vein usually caused little pain, but 
with arteries the pain was immediate, severe, and sicken- 
ing. Pain arose from muscles which contracted without 
adequate blood supply, and Sir Thomas Lewis had dis- 
covered that there was produced locally in the muscle a 
chemical stimulus which he called the ‘‘ p substance.” 
Professor Waterston believed that some such substance 
was probably responsible for pain in other tissues too. 
“ Referred,’’ or, as he wished to call it, ‘‘ heterotopic,’’ 
pain might be abolished by the injection of local anaes- 
thetics at its site, and it had been found that a similar 
tesult followed the injection of normal saline. This sug- 
gested that even ‘“‘ referred’ pain might be due to a 
“pain substance ’’ produced in the tissues. 

Mr. Morey (Manchester), dealing with abdo- 
minal pain, said it was well known that while the gastro- 
intestinal tract was insensitive to mechanical stimuli such 
as pin-prick, the peritoneum was very sensitive. He did 
not believe in the viscero-sensory radiation of gastro- 
intestinal pain in Mackenzie's sense. Every surgeon knew 


that in acute appendicitis the inflamed appendix would 
be found under the site of maximum tenderness, and this 
was variable, whereas the site of theoretical referred pain 
was fixed. He believed the pain was produced not from 


the viscus but from the overlying peritoneum, and it was 
radiated to the more superficial sensory branches of the 
somatic sensory nerves which supplied the peritoneum. 

Dr. MacponaLp CRITCHLEY, speaking of the psycho- 
logical aspects of pain, said that preoccupation with the 
pain was constant, but other concomitants depended 
on circumstances. The sufferer’s sense of time was dis- 
organized. Depression was unusual. In rare cases there 
was stimulation of the special senses, especially the colour 
sense. He also spoke of the variations in susceptibility 
to pain. Refinement and education increased it, and on 
the other hand there were rare individuals who seemed 
to be devoid of all susceptibility to pain. One such man 
exhibited himself as the ‘‘ human pin-cushion.”’ These 
persons experienced at most a mild discomfort when 
needles were stuck into them, and they allowed their 
teeth to be extracted without anaesthetics of any kind. 

Dr. H. Cricuron-MILLeER said that, while pain might 
be a definite form of sensation, different from unpleasant- 
ness, the patient confused different experiences, and the 
doctor’s responsibility was to relieve whatever the patient 
complained of as pain. The fact that the patient con- 
fused a definite form of sensation with the subjective 
manifestations of mental conflict was not relevant. When 
a boy ate green stolen apples there might be both 
physical and mental resultant reactions—gastro-intestinal 
pain and fear of punishment—and confusion resulted in 
the boy’s mind. It might be protracted subjectively, and 
similarly pain might occur as a reaction to any ‘‘ shame 
unpublished.”’ In other cases the complaint of pain was 
calculated—unconsciously—to secure an environment or 
promote a form of behaviour only appropriate to a less 
mature individual. Again, the evasive purposes of psycho- 
genic pain might be very far-reaching. 

Dr. T. Gwynne MartLanp (Liverpool) said that as a 
result of conditioned reflexes neutral stimuli might be 
welcomed with signs of pleasure or received with signs 
of pain. This showed the adaptation of the organism, 
and there appeared to be no limit to the possibilities of 
‘“ substitution phenomena.’’ By frequent exposure to 
pain the threshold was apparently raised, as in the prize- 
fighter or the Indian fakir. The ecstasy of the martyr 
was explained by distraction, and this accounted also for 
the discomfort the football enthusiast would endure. Con- 
versely, aggravation occurred. A mother’s distress at a 
child’s scratch or bloody nose made the child appre- 
hensive. Soothing words and coddling were not calcu- 
lated to raise the child’s endurance of pain. The Spartan 
mother made men of her sons, and this was not done by 
neglect. Those who had charge of children should give 
the hurt child merely what attention was necessary for 
remedial demands, and pain that was inevitable would 
then have its proper place. 

Dr. J. PuRDoN Martin discussed the features and 
mechanism of certain forms of pain in organic nervous 
disease. There were no end-organs for the reception of 
pain stimuli in the central nervous system, and pain 
resulting from nervous lesions was apprehended patho- 
logically as a result of lesions of the conducting system. 
The signs and symptoms in cases of lesions of the thalamus 
constituted the most remarkable pain syndrome in medi- 
cine. It consisted of spontaneous pain together with a 
peculiar over-reaction to pain stimuli. A similar over- 
reaction occurred during the recovery of divided nerves, 
and it began about ten days after the injury, which was 
roughly about the same time as changes might become 
apparent in the central cells. In trigeminal neuralgia we 
encountered pains that were excited by stimuli which 
were not ‘‘ pain stimuli.”’—for example, light touch and 
muscular movement. The most intense experimental 
stimulation of touch organs did not give rise to pain, and 
he suggested that in neuralgia there must be an escape 
of impulses from one kind of nerve fibre to another. 

In discussion, Dr. LioneEL WEATHERLY (Bournemouth), 
the President of the Section, described a case in which a 
woman committed suicide by covering herself with burn- 
ing coals. Drs. Murpo MackKenzigE, J. S. MANSON 
(Warrington), E. Fatkner Hitt (Manchester), and C. W. 
Hutt having spoken, Professor WaTERSTON replied to the 
points raised in the discussion. 
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SECTION OF PATHOLOGY, BACTERIOLOGY, 
AND BIOCHEMISTRY 


Friday, July 27th 
ANTISEPTICS IN CONTROL OF BACTERIAL INFECTIONS 


With the President, Professor J. W. BicGer (Dublin), in 
the chair, Professor C. H. BrowninG (Glasgow) opened 
a discussion on the value of antiseptics in the control of 
bacterial infections. 

Professor Browning said that so far as ordinary bacteria 
were concerned success could only be looked for at present 
when the drug could be brought into close contact with 
a localized infection in a wound or cavity. Lister had 
used antiseptics primarily to prevent the access of 
organisms to wounds, and, though he applied carbolic 
acid to the soiled tissues of a compound fracture, he 
fully appreciated the harmful action of the antiseptics 
then known on living tissues, and never applied them 
to abscess cavities. The need of new antiseptics which 
would not damage tissues was therefore manifest. Pro- 
fessor Browning described the animal experiments which 
he had made to investigate the curative value of anti- 
septics on artificially infected wounds in guinea-pigs. The 
antiseptic was applied three-quarters of an hour to two 
hours after the infecting organism, and for a very short 
time. Of twenty-two such animals treated with acri- 
flavine all but one survived, while five out of seven treated 
with phenol died, and fourteen treated with normal or 
hypertonic saline all died. Similar results had been 
obtained by other observers in skin wounds in mice. 
Even artificial infection of the mouse’s peritoneum had 
been treated with some success by intraperitoneal injection 
of acriflavine up to an hour after infection. Local sup- 
puration was difficult to produce in laboratory animals 
and human results were difficuit to control, but Graham 
had shown, in a case of multiple burns in the human 
being, that those dressed with acriflavine healed more 
rapidly than controls dressed with wet boric lint. No 
known antiseptic would sterilize infected kidneys, but 
normal urine could be made antiseptic by administration 
of acriflavine combined with alkalinization. Sterilization 
of bile passages and of the meninges by antiseptics had not 
yet been achieved, and attempts to modify the intestinal 
flora had also been unsuccessful. No success had been 
achieved in curing generalized infections, with the sole 
exception of pneumococcus septicaemia in mice, which had 
been cured by optoquine. Professor Browning then dis- 
cussed the characteristics required in an _ antiseptic. 
Rapidity of action was not essential, and organisms, 
though still viable, might be modified by the antiseptic 
so as to become susceptible to the defence forces of the 
host. An important property of some of the new anti- 
septics was that they retained their full activity in the 
presence of serum, and were not fixed by the tissues. 
Some of the new antiseptics were also distinguished by 
the high concentrations which could be used without 
causing tissue damage. 

Dr. R. J. V. Putvertart said that success in chemo- 
therapeusis was more likely to follow research into 
bacteriostatic than into bactericidal values of antiseptics. 
Bacteriostatic values varied with the phase of growth ot 
the organism, and a concentration which was effective 
if added before inoculation might be almost without effect 
if added in the phase of positive acceleration. There was 
need of standard strains of a number of organisms against 
which antiseptic activity could be measured. Mercury 
salts were useless in generalized infection ; and so-called 
pyelitis was rarely benefited by so-called urinary antiseptics 

Dr. G. W. TuHEoBALD said that we knew very little 
about the virulence of organisms or the resistance of 
patients, nor did we know how antiseptics acted. Bolton 
and Brown's experiments with heavy metals made former 
views untenable. In the body quinine killed malaria 
parasites, and emetine the Amoeba histolytica, in con- 
centrations far below those necessary in vitro. This 
suggested that the best results would be obtained when 
the antiseptic reacted with the tissues to make the en- 
vironment unfavourable to bacteria. Neither life nor 
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chemistry. Dr. Theobald believed that puerperal pyrexia 
could be stamped out by free use of 1 in 1,000 solution of 
mercury biniodide, and that intravenous mercurochrome 
was of value in bleod infections with the coli-typhoid 
group of organisms. 

Dr. M. SypNey Tuomson, after discussing the work of 
Sellei, Cornbleet, Hill, and White on the antibacterial 
properties of the normal skin, referred to certain applica- 
tions of dermatological interest. Trichloracetic and 
salicylia acids, zinc oxide, and ichthyol were dealt with. 
He mentioned the possibilities of interaction between 
chemicals and of sensitization. He emphasized the im- 
portance of physical damage to cells as determining a 
locus minoris resistentiae, which not only delaved healing, 
but also formed a site to which organisms from within or 
without could gain access, thus nullifying the effects ot 
antisepsis. 

Mr. V. ZacHAry Cope said that Lister had claimed to 
keep operation wounds aseptic by treating with anti- 
septics everything that came in contact with them. He 
never claimed to be able to purify by antiseptics wounds 
which were already septic. Almroth Wright had shown 
the futility of applying antiseptics to the surface of deeply 
infected tissues, and of attempts to obtain a direct 
bactericidal effect by intravenous antiseptics. Flavine 
was an advance, as it retained its bactericidal activity 
in the presence of serum, but the problem of dealing with 
deep infections was still unsolved. Antiseptics were of 
value where aseptic operative technique was unreliable, 
and when applied to superficially infected wounds within 
four hours of infliction. 

Sir ARNOLD Lawson dealt with eye infections, and said 
that the conjunctiva had a mild self-sterilizing power 
attributable partly to the bacteriolytic ferment, lysozyme, 
and partly to lavage by tears. Conjunctival infections 
therefore tended to cure themselves. This process was 
assisted by bathing with a bland lotion, while in severe 
infections powerful antiseptics, especially silver salts, were 
valuable. Lavage was, however, the important thing in 
both conjunctivitis and corneal ulceration, and much harm 
was done by too energetic antiseptic treatment. — For 
prophylaxis—for example, in burns—flavine was ideal, but 
its lack ef penetration restricted its value in active lesions. 

Mr. J. S. Woop (Parkstone) said that different species 
of animal showed marked differences in susceptibility te 
infection, in response to antiseptics, and in power of 
healing. Continental reports were favourable to acri- 
flavine for treating mastitis in cows. He found glycerin 
unequalled for treatment of wounds. Powdered perman- 
ganate diluted with starch powder was valuable for foul, 
necrotic wounds. He used saline baths extensively for 
foot wounds in horses. 

Dr. L. P. Garrop said that though the therapeutic 
value of antiseptics was open to argument experimental 
work had established their prophylactic value in aborting 
infections in recent wounds. Browning’s work was in- 
sufficiently known and appreciated. The clinicians’ dis- 
regard of laboratory findings was partly due to exaggerated 
claims based on imperfect technique and partly to the 
lack of accepted standards for testing antiseptics. There 
were no generally accepted methods for judging penetra- 
tive capacity, power of disinfecting skin, or even killing 
power in the presence of blood or serum. 


STAPHYLOCOCCAL INFECTIONS 


Dr. H. J. Parisu (Orpington) read a paper on the 
specific prevention and treatment of staphylococcal infec- 
tions. He said that opinion as to the value of staphylo- 
coceal vaccines was still divided, and that both Besredka’s 
local immunization by ‘‘ antivirus’’ and the use of 
bacteriophage had been found wanting. This left toxoid 
and antitoxin for consideration. He discussed the pro- 
perties of staphylococcal toxin, and said that its haemo- 
lytic activity to rabbits’ cells was proportional to 1ts 
dermonecrotic activity and to its lethal effect on labora- 
tory animals. The relation between leucocidins and 
haemolysins was still uncertain, but the therapeutic anti- 
toxic sera in this country contained  antileucocidin. 
Antitoxin could protect animals against many lethal doses 
of toxin, and gave them some protection against live 
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yirulent cultures. Circulating antitoxin was present in 
variable amounts in normal human beings, and superficial 
infections caused little departure from the normal. High 
titres were recorded in pyaemia and deep-seated infec- 
tions, and following immunization with toxoid. Several 
observers had reported good results from toxoid injections 
jn acne, furunculosis, and sycosis ; others had been less 
successful. Some good results were reported with @nti- 
toxin in acute infections, but there were many tailures. 
Our attitude, both to toxoid and to antits»:in, should 
therefore be one of cautious optimism. 

Dr. D. S. Murray (Richmond, Surrey) had found 
that toxoid injections usually caused a rise in circulating 
antitoxin ; the optimum effect was probably obtained by 
the sixth dose. Of his first 100 cases eighty-six showed 
clinical improvement, and nine out of twelve cases of 
blepharitis were rapidly cured. Dr. L. P. Garrop had had 
Jess encouraging results, and found that a rise in anti- 
haemolysin titre might occur without clinical improve- 
ment. Antibacterial immunity was probably important 
as well as antitoxic immunity. 


SECTION OF RADIOLOGY AND ELECTRO- 
THERAPEUTICS 


Friday, July 27th 
RADIOLOGY OF STOMACH AND DUODENUM 


Under the chairmanship of the President, Dr. J. H. 
DouGLas WessTER, Dr. C. CocHRANE SHANKS opened a 
discussion on the stomach and duodenum after operation. 

Dr. Shanks said that radiological examination of the 
intact stomach was easy, but this was not so after opera- 
tion, on account of the difficulties in filling the organ, 
sphincteric control being abolished. He overcame this 
by using a truss and pad, which was applied to the 
abdomen and compressed the jejunum. After posterior 
gastro-jejunostomy there was immediate passage of barium 
into the jejunum, most of it having left the stomach in 
seven to thirty minutes. If this did not happen there 
must be something wrong with the stoma. The compli- 
cations following posterior gastro-jejunostomy were: over- 
loading of the jejunal loop, recurrent ulceration in various 
situations, jejunitis, narrowing or malposition of the 
stoma, and duodenal ileus. Dr. Shanks described the 
aTay appearances in these conditions, illustrating his 
remarks by a series of films. After partial gastrectomy 
by the Billroth Il method or the Polya type, recurreiut 
ulcers were less common than after posterior gastro- 
enterostomy. In cases of carcinoma, recurrence might 
cause obstruction of the whole stoma, the efferent loop, 
or the afferent loop. Dr. Shanks described the radio- 
logical appearances after the various modifications of the 
Polya operation. Overloading of the afferent limb some- 
times occurred in the Polya-Moynihan operation, but 
never in the Polya-en-Y type. In complete gastrectomy 
there was sometimes considerable dilatation of the 
jejunum near the oesophageal stoma simulating the fundus 
of the normal stomach. 

Dr. A. E. Payne (Leicester) stressed the importance of 
noting every feature of preliminary and _ preoperative 
radiological examinations in cases of ulcer and carcinoma. 
Here diagnosis was not enough. The extent, fixation, and 
outside connexions of such lesions were important because 
they influenced the desirability of a subsequent operation 
and its nature. The fluoroscopic methods of ‘‘ graduated 
compression and aimed picture-taking advocated by 
Gregory, Cole, and Berg had contributed much to the 
diagnosis of gastric and duodenal lesions. The mucosal 
Tugae had a definite anatomical arrangement, and abnor- 
Malities in these folds, combined with the typical appear- 
ances of an ulcer scen en face, made the diagnosis more 
sure than by other methods. It was rarely wise to 
pronounce an ulcer healed, but the disappearance of the 
niche and of localized deep tenderness, combined with the 
disappearance of occult blood from the stools, was fairly 
teliable evidence of healing. It was the disappearance 
and not the absence of tenderness that was important. 
Mucosal relief methods would not help much in the 


diagnosis of new growths. Such cases were almost always 
so advanced when first seen that they were difficult to 
miss by ordinary methods. This state of affairs would not 
be remedied until every patient over 35 with gastric 
symptoms was thoroughly investigated within a fortnight 
of their onset. Dr. Payne showed many films to illustrate 
his paper. 

Dr. G. VILVANDRE said that melaena was not necessarily 
the result of recurrent ulcer after gastro-enterostomy. He 
had had two cases in which diverticulitis was the cause. 
Indigestion and flatulence were sometimes due to a too 
high position of the stoma, so that the stomach emptied 
slowly. Erosion of a jejunal ulcer might give rise to 
gastro-jejuno-colic fistula, which was shown by _ the 
immediate appearance in the colon of barium when the 
patient swallowed it. Great tenderness over the ulcer 
was usually a feature of such cases, in which, he thought, 
a barium enema was dangerous. He had never found it 
necessary to use special apparatus for gastric cases. 
Biloculation of the stomach was usually due to ulcer of 
the lesser curvature, but adhesions and carcinoma some- 
times gave similar w#-ray appearances. Diaphragmatic 
hernia of the stomach could also simulate biloculation. He 
disagreed with Dr. Payne when he said that gastric ulcers 
rarely, if ever, became malignant. (Dr. Vilvandré 
showed films of a case in which this, he thought, had 
actually occurred.) The use of alkaline powders in 
patients suffering from gastric symptoms was dangerous 
in that valuable time was lost if such symptoms were due 
to carcinoma. Duodenal diverticula, although their dis- 
covery was a source of great joy to the radiologist, did 
not account for the patient’s symptoms. Duodenal ulcers 
could be healed by medical treatment, but he thought that 
few cases were healed permanently without operation. 

Dr. H. W. A. Post, discussing the mucosal technique 
in the diagnosis of some lesions of the stomach and 
duodenum, described the anatomy of these organs 
with particular regard to the mucosal rugae. He said 
that patients were placed in any desired position 
for screening. The essentials of the technique were 
adequate compression and ability to change quickly from 
fluoroscopy to radiography. The exact stage of a gastric 
ulcer could be demonstrated, including its depth in the 
stomach wall and the degree of extension outside it. 
This technique was also an aid in the diagnosis of 
malignant ulceration. The diagnosis of gastritis was 
difficult, and should, he thought, be made with caution. 
Spasm of the duodenal cap did not necessarily indicate 
duodenal ulceration, and the latter should not be diagnosed 
unless seen. Small ulcers of the duodenal cap might not 
give rise to spasm or deformity. Dr. Post exhibited films 
illustrative of the mucosal technique. 

Dr. G. R. MatTHEeR CorDINER said that demonstration 
of duodenal ulcer by ordinary methods was often 
indecisive and always a matter of chance. The classical 
deformities only existed in advanced and contracting 
ulcers. He used Berg’s ‘‘ dosed compression ’’ technique 
which revealed the details of the mucosal relief. Duodenal 
ulceration could be excluded in the presence of a normal 
mucosal picture. The ulcer niche—the only sign on which 
diagnosis was. possible—could be consistently demon- 
strated, usually in two planes—en face and en profile—and 
very small ulcers could be demonstrated. He thought it 
would be agreed that fluoroscopic evidence should be 
confirmed radiographically, and in this technique films 
could be exposed at any time during the screen examina- 
tion by a quick-change device. Ulcer deformity was 
produced mainly by cellulitis in the adjacent mucosa, and 
there were many conditions which tended to obscure it. 
Dr. Cordiner exhibited films illustrating the ulcer niche 
in the en face and en profile views.. 

Dr. G. B. Barren asked Dr. Cordiner whether his films 
were taken in the upright or in the prone position. Dr. 
CorDINER replied that they were taken in any position 
which seemed desirable. Dr. A. C. Mooney (Plymouth) 


asked Dr. Cordiner what percentage of ulcers with a 
normal duodenal cap were demonstrated by this method 
when they could not be shown by any other. Dr. 
CoRDINER replied that the percentage was probably 30 
to 40. Dr. VILVANDRE said that, although Dr. Cordiner 
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used it with success. Compression in these cases was not 
a new technique. It was not enough to demonstrate an 
ulcer. The radiologist must say whether it was early 
or late, and what was the condition of the stomach. 
Cellulitis in connexion with an ulcer was a new term to 
him. The PRestDENT said that he was surprised that the 
use of belladonna had not been mentioned in the dis- 
cussion. He was convinced of the value of re-examination 
after its administration. Dr. C. H. C. Datton (Ipswich) 
said that duodenal examinations were always difficult, 
but never more so than in patients who were too well 
covered. Dr. SHANKs said that he agreed with Dr. Payne 
that it was the disappearance of tenderness that was the 
important point as a sign of healing in duodenal ulcer. 
He did not believe that a barium enema was dangerous 
in cases of gastro-jejuno-colic fistula. He had never seen 
perforation occur, although he had seen it happen during 
ordinary barium meal examinations. He thought that 
partial gastrectomy was a better operation than gastro- 
jejunostomy. The mucosal relief technique was_ inter- 
esting, but the results were not yet sure enough to warrant 
laparotomy on the radiological findings. 


SECTION OF TROPICAL DISEASES 
Friday, July 27th 
TYPHUS IN THE TROPICS 
With the President, Professor WARRINGTON YORKE (Liver- 
pool), in the chair, Sir Joun W. D. MeGaw opened a dis- 
cussion on typhus fevers in the Tropics. His paper was 
printed in full in our issue of August I1th (p. 244). 

Dr. J. L. Gimks (Petersfield) said that the first descrip- 
tion of typhus in East Africa was given by himself in 
1920. It was then suggested that the vector was a tick, 
though it was puzzling that the disease was almost entirely 
confined to Europeans, only one or two cases having been 
noted in Indians and only one in an African. Tonking 
(1932) showed that the typhus of Kenya was a true 
Rickettsia disease, and in 1933 Roberts and Tonking 
proved that the tick Rhipicephalus sanguineus was the 
transmitter. Europeans only are attacked, owing to the 
fact that other races are not dog lovers. In Zanzibar and 
Tanganyika Territory typhus was not a problem, but 
recent observations in Uganda had shown that there 
there had appeared a recently imported typhus of a type 
resembling the European variety of the disease, trans- 
mitted by lice, but differing froin the ordinary epidemic 
form in its lower mortality and in the low titre of the 
Weil-Felix reactions. 

Dr. Wirtram FLetcHer described the two forms of 
typhus met with in the Federated Malay States—rat 
typhus, associated with urban conditions and transmitted 
by the rat flea, and a scrub typhus which was trans- 
mitted by a mite, Trombicula, which inhabited certain 
species of palm trees. B. proteus X 19 was not 
agglutinated, but the “‘ K’’ strain was agglutinated in 
high dilutions. 

Dr. A. Fetrx dealt with the serological reactions of 
various types of Rickettsia. There was a complete cross 
immunity only between Rickettsia containing the X 19 
antigen. The importance of agglutinin production in the 
rabbit was emphasized. The different members of the 
typhus group fell into the same group, whether classified 
according to insect vector or aggiutinin reaction. 

Major G. R. McRoserr, I.M.S. (Burma), said that 
typhus occurring in the hot season in Iraq and South 
Persia was more severe clinically than the same disease in 
cold weather. Variations in climate and race were respon- 
sible for wide differences in the virulence of any particular 
variety of typhus. In treatment it was important to 
protect patients from heat-stroke, to which they were 
particularly liable. Intensive hydrotherapy, both internal 
and external, was of great value, intravenous. saline 
especially. Adequate sleep was essential, and treatment 
must not be stopped too soon. Lumbar puncture was 
useful in cases of severe delirium. After-effects of typhus 


were frequently unemphasized—they consisted of lack of 
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concentration, irritability of temper, and defective memory, 
Major-General D. Harvey suggested that, though strongly 
suspected, the transmission of typhus by the tick in India 
had not yet been definitely proved. Dr. R. C. Ropertsoy 
(Shanghai) said that in China typhus was apparently of 
the louse-borne type. Infections due to Bacillus pyo- 
cyaneus, which was not uncommon in ear infections and 
in the intestinal tract of Chinese, sometimes gave a false 
positive Weil-Felix reaction. Dr. C. M. Wernyon sug- 
gested that larval dog ticks might possibly feed on 
small rodents such as rats, and thus become. infected 
with Rickettsia, since they also apparently acquired 
trypanosome infections from rodents. Sir S. Rickarp 
CHRISTOPHERS, on the other hand, believed that larval 
dog ticks always fed on dogs. Dr. H. A. YENIKOMSHIAN 
(Beirut) stated that in Syria epidemic typhus occurred in 
the winter, sporadic cases occurring in the summer and 
autumn. 

Sir Joun W. D. MeGaw, in reply, said that though in 
India there was no laboratory evidence of transmission 
by the tick, yet the number of cases that had developed 
typhus after tick bites was too great to be accounted 
for by pure chance. On the other hand, there was no 
evidence in India of direct transmission of typhus from 
man to man, though it was quite possible that other 
forms of typhus than the tick-borne typhus might occur 
in India. 

SPRUE 

Dr. N. Hamittron Fairey read a paper on “‘ Sprue and 
its Modern Treatment.’’ Although the essential cause of 
sprue was unknown, the syndrome was explicable in terms 
cf malabsorption of fat, glucose, and calcium in the small: 
intestine, and defective gastric secretion implicating the 
intrinsic factor. The intestinal features were best treated 
by rest in bed and a graded series of high protein, low 
carbohydrate, low fat, and adequate vitamin diets: meat 
or milk protein was equally valuable. The megalocytic 
anaemia responded specifically to liver extract by mouth 
in adequate dosage. Parenteral injections of liver extract 
were less satisfactory. Tetany responded to the high 
protein diet, especially when reinforced by calcium lactaie. 
Under this regime patients recovered in from six to twelve 
weeks, and were allowed to return to the Tropics after 
remaining well with a normal blood picture for six months 
after ceasing treatment. 

Major G. R. McRosert, I.M.S. (Burma), emphasized 
the importance of the institution of treatment at the 
earliest possible moment after the establishment of the 
diagnosis. Response to high protein and liver therapy 
was quite satisfactory in the Tropics, and immediate 
invaliding to Europe was not essential, and in the case 


of Anglo-Indians impossible. Dr. Q. B. DE FRertTas 
(British Guiana) stated that he had seen a case of sprue 


in a negress, while Dr. R. L. Sprrret (Ceylon) had also 
seen the disease in natives. He advocated alkaline treat- 
ment and frequent colonic irrigation. 


SECTION OF ORTHOPAEDICS 
Friday, July 27th 


ACUTE AND CHRONIC SPRAIN 


With Mr. Harry Pratt, the President, in the chair, a 
discussion on acute and chronic sprain was opened by 
Mr. W. Rowtey Bristow. 

Mr. Bristow said that in hospital practice, particularly 
as seen by the medical student, a sprained joint was too 
often regarded as an uninteresting and unimportant con- 
dition. After qualification, however, he found that his 
reputation as a good doctor would be made, not by his 
knowledge and management of cerebral tumours, but by 
his handling of the sprained wrist and the Colles fracture. 
From every point of view a sprained joint was an impor- 
tant condition worthy of the greatest attention. When 
a joint was threatened with injury the muscles that con- 
trolled it formed the first line of defence. When_ this 
gave way the second line of defence, the ligaments, took 
the strain, and were therefore liable to injury. Partial 
rupture—the tearing of a few fibres—was far more common 
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than a complete rupture. Diagnosis presented little diffi- 
culty, and it was only necessary to exclude fracture by 
adequate x-ray examination. Mr. Bristow then considered 
the general principles governing the treatment of acute 
and chronic sprain, illustrating his remarks by reference 
to lesions of the ankle, spine, knee, and shoulder. The 
breaking down of adhesions was shown to be a relatively 
simple manceuvre in the treatment of chronic sprain weil 
within the province of the general practitioner. Unless 
the profession took steps to practise manipulative methods 
more widely, patients would continue to go to bone- 
setters. 

Mr. C. Gorpon Irwin (Newcastle-on-Tyne) drew atten- 
tion to the great importance of sprained backs in the iron 
workers and pit men. It had been found that thirty-nine 
out of every 1,000 injuries encountered in the iron trade 
were sprained backs, and that the average time off work was 
twelve weeks ; in the coal trade the incidence was 70 per 
1,000, with an average period of disability of twenty-two 
weeks. If these cases were not dealt with promptly, per- 
manent disability resulted, and the patient was awarded 
compensation, which practically amounted to an annuity. 
He had found that few workers came with an acute back 
sprain ; most of them had already spent a number of 
weeks in bed hoping for the best. Definite adhesions were 
present in the erector spinae, which in most cases could 
be broken down by manipulation without anaesthesia, 
and the result of such treatment was often a dramatic 
cure, 

Mr. T. P. McMurray (Liverpool) pointed out that a 
sprained ligament usually gave way at one of its bony 
attachments. An effusion of blood and lymph occurred 
at the site of rupture, and when healing took place scar 
tissue formed. The object of treatment was therefore 
twofold: first, to protect the ligament against strain while 
healing was in process, and, secondly, to ensure that the 
scar tissue which ultimately formed should not lead to 
limitation of movement in the joint. The first was best 
accomplished by protective strapping and the second 
by encouraging careful movement of the joint at the 
earliest possible moment. In acute sprain pressure by a 
pad over the point of rupture did more harm than good ; 
it could only interfere with the local blood supply and 
so retard the processes of repair. 

Sir MorTON SMaRT reminded the meeting that the inter- 
spaces between the bones, ligaments, and synovial mem- 
brane of a joint were filled with delicate areolar con- 
nective tissue which carried the small blood vessels, 
lymphatics, and nerves supplying the joint. The most 
trifling sprain invariably injured this areolar tissue. In 
acute sprain it became infiltrated with blood and lymph, 
which later underwent organization, with the formation 
of fibrous tissue. Thus in both acute and chronic sprain 
the elasticity of the areolar tissue was interfered with, so 
that the rapid adaptive changes that occurred in it during 
normal movement of a joint were no longer possible. 
This was the most prolific cause of persistent discomfort 
and imperfect function in sprained joints, and was often 
the result of over-rest. There was no doubt that treat- 
ment by rest was dictated chiefly by the presence of 
pain ; but prolonged rest, continued long after the original 
effusion had taken place, always led to rapid wasting 
of the muscles. As the circulation in the peri- and intra- 
articular areolar tissue was largely dependent upon normal 
activity of the muscles, abolition of movement must 
inevitably delay the absorption of the effusion into the 
areolar tissue. He submitted that muscle action, as a 
means of assisting the natural processes of repair after 
injury, had not received the attention that it deserved. 
The benefit derived from the physiological changes result- 
ing from painless muscular action, produced either natur- 
ally or by the correct type of electrical stimulation, could 
not be too strongly stressed. In many cases the patient 
was quite unable to perform just those movements known 
to be beneficial, and this was the point at which con- 
trolled-electrical stimulation was called for. A more radical 
form of treatment for large joint effusions was described 
by Mr. Etpon Tucker. He used a small trocar and 


cannula to pierce the skin and, after withdrawal of the 
trocar, passed an aspirating needle through the cannula 


into the collection of fluid. In this way it was possible to 
draw off the blood-stained serum without the slightest 
risk of introducing organisms from the skin. In some 
cases of so-called muscle hernia following injury the 
swelling was really due to intramuscular haemorrhage, 
giving rise later to an encysted collection of serum which 
failed to absorb. This condition could often be success- 
fully treated by aspiration. Mr. G. R. GIRDLESTONE 
(Oxford) was convinced that manipulation was often em- 
ployed too early in the treatment of chronic sprain. For 
many weeks after an injury a ruptured ligament was sur- 
rounded by young, active, and vascular fibrous tissue. At 
this stage manipulation could only stimulate this tissue to 
further activity with the ultimate formation of even more 
dense adhesions. If a patient with a sprained shoulder 
of several weeks’ duration came for treatment, and marked 
limitation of movement was found to be present, manipu- 
lation under anaesthesia ought not to be performed for 
at least three months after the original injury. Mr. 
WuitcHuRCH HowELL recommended traction in acutely 
sprained joints where a position of flexion was the only 
one affording the patient any comfort ; such a vicious 
position had to be dealt with promptly to avoid the 
development of secondary contractures. 


SECTION OF DERMATOLOGY 
Friday, July 27th 


THe TREATMENT OF LupUS VULGARIS 


Dr. Rupert Haram (Sheffield), the President, who was in 
the chair, opened the meeting with a welcome to Dr. Svend 
Lomholt, who had come from Copenhagen, and to Dr. 
Wettenhall of Melbourne. The latter, who is to be a 
secretary of the meeting of the B.M.A. in Melbourne in 
1935, wished him to convey to dermatologists a cordial 
invitation to Australia. Dr. Wettenhall then himself 
put forward inducements compensating the time required 
for the long voyage, which, however, could, if necessary, 
be satisfactorily done in ten weeks. 

Dr. SvEND LoMHOLT opened the discussion on the treat- 
ment of lupus vulgaris. This paper is printed in full 
at page 291 in this week’s issue of the Journal. 

Dr. J. E. M. WicLey expressed his admiration for 
Dr. Lomholt’s technique. The administrative routine, 
and particularly its economic aspect, was a more difficult 
problem in this country. He agreed with Dr. Lomholt 
that the efficient treatment of lupus vulgaris could only 
be carried out on patients who were kept in hospital for 
at least several weeks. He hoped that the London 
County Council would see its way to the establishment 
of a number of light stations in which this specialized 
therapy, and the equally important general carbon-arc 
baths, could be given regularly in association with 
adequate feeding. He urged the importance of school 
medical officers being familiar with the appearance of 
lupus nodules, so that cases should come under treatment 
in the earliest possible stage. He considered erasion of 
the nodules and packing with powdered potassium per- 
manganate a valuable method in certain cases. He had 
been using the Finsen-Lomholt lamp at Charing Cross 
Hospital for four and a half years, with results superior 
to those he had obtained with the Finsen-Reyn lamp. 
These results, however, fell a good deal short of those 
which Dr. Lomholt was able to get in Denmark, and this 
he ascribed to the administrative difficulties indicated 
above. 

Dr. W. J. O’Donovan submitted statistical information 
showing that of the cases attending the London Hospital 
as many came from the provinces as from the London 
area. In order that the administrative questions raised 
by his friend Dr. Wigley should receive due consideration 
it was to be remembered that the removal of the London 
cases would not relieve the clinics of their responsibilities 
for the provincial ones, nor would it lessen their over- 
head expenses to set up a new lupus clinic. With lantern 
slides he demonstrated his belief that ectropion of the 
lower lids was most commonly the sequel of radium or 
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x-ray therapy, and he stressed the opinion that lupus 
cancer was known and rare, but that cancer upon lupus 
after x-ray treatment was not well known, but was far 
from rare. He mentioned the value of salvarsan and 
mercury in some cases of lupus affecting the muzzle area. 
He illustrated the lamentable results of plastic surgery 
on lupus of the face when not performed by experienced 
plastic surgeons, and the satisfactory cosmetic effect of 
painted aluminium noses. His last slide was of a woman, 
aged 89, with extensive lupus of the face, who had had 
both legs amputated for tuberculous joints. She had had 
x-ray carcinoma in the root of her nose, treated by radon. 
She had been a patient of Koch in Perlin and of Sir 
Stephen Mackenzie, and, with her lupus still active, had 
survived two generations of dermatological therapeutic 
experience. 

Dr. WertTENHALL (Melbourne) pointed out the rarity 
of lupus vulgaris in Australia, and, on the other hand, 
the frequency of rodent ulcer, both of which facts were 
attributable to the prevalence of sunlight. Nutrition in 
Australia was also of a high order, which might account 
partly for the absence of lupus vulgaris. He agreed that 
antisyphilitic remedies were often useful in obstinate cases 
of lupus vulgaris. Dr. H. Semon advocated the more 
general use of tuberculin as a supporting treatment 
among out-patient sufferers. Regarding local applications 
he wished to draw attention to ‘‘ pyotropine ’’ (Lupusan 
Berlin). Its particular attraction was the excellent and 
cosmetically pleasing scar tissue produced. Dr. J. Beatty 
(Cardiff) agreed that pyotropine was a valuable remedy, 
and mentioned that he had introduced a_ substitute, 
details of whose composition he had given in the Journal 
some years ago, because pyotropine was obtained only 
with difficulty in this country. He was of the opinion 
that Dr. Lomholt had put the matter too strongly when 
he said that curettage and cauterization never cured. 
Dr. NorMAN BurRGEss (Bristol) recommended the follow- 
ing substance allied to pyotropine: calcium carbonate, one 
part ; solution of potassium hydroxide, 50 per cent., two 
and a half parts ; ac. carbol. liq., one part. Dr. A. M. H. 
GRAY was of the opinon that lupus vulgaris predisposed 
to cancer, even in the absence of x-ray treatment. Where 
the Finsen-Lomholt treatment was not available he 
thought it best to give a general anaesthetic, scrape well, 
and apply potassium permanganate or pyotropine, rather 
than make repeated applications of a caustic without an 
anaesthetic. 

Dr. LoMHOLT, in reply, agreed that an artificial nose 
was often preferable to a graft. Tuberculin treatment 
had been tried extensively at the Finsen Institute, but it 
had been abandoned. He had seen cases of carcinoma 
on lupus ; in all but one x-ray treatment had been given. 
Dr. Rupert Hattam hoped that the paper which they 
had just heard from Dr. Lomholt, and the remarks of 
the other speakers, would have a far-reaching effect. All 
were agreed that the treatment in this country was 
lamentably unsatisfactory. In spite of medical inspection 
of school children few cases presented themselves in an 
early stage. He was afraid there was little chance of 
improvement unless the treatment was organized and 
controlled by some central body. He believed that the 
Finsen-Lomholt treatment was the treatment of choice. 
Failing the facilities and funds for this method he 
advocated a general anaesthetic and scraping with a sharp 
spoon, followed by the application of powdered potassium 
permanganate. 

FUNGUS INFECTIONS OF THE FEET 

Dr. A. M. H. Gray, opening a discussion on fungus in- 
fection of the feet, said that inflammation of the skin 
might occur in two ways: (1) by the growth of the 
fungus in the horny layer ; and (2) by the transmission 
of the fungus or its toxins from a local infection to a 
distant site: reactions of this type were spoken of as 
dermatophytids. The common types of fungus infection 
of the feet were: (1) the intertriginous, (2) the vesicular, 
(3) the hyperkeratotic. In the first type, the most com- 
mon, the skin between and under the toes was affected ; 
in chronic cases it became thickened into a white layer— 


‘ 


the so-called ‘‘ soft corn.’’ In more active cases an 
eczematous eruption spread on to the foot. This might 
be bullous ; secondary infection was not uncommon. In 
the vesicular form the vesicles were small and deep-seated, 
Frequently the fungus could not be demonstratéd in these 
cases ; some belonged to the group of the dermatophytids. 
A thickened horny layer, which was very liable to fissur- 
ing, was found in the hyperkeratotic variety. Cure was 
not easy, probably because the hyperkeratosis prevented 
the penetration of fungicides. Reinfection was very 
common ; this he believed was because the nails were 
frequently involved. In the acute vesicular types he 
favoured baths of 1 in 4,000 potassium permanganate. 
When inflammation had diminished he, personally, 
strongly recommended Whitfield’s ointment. In hyper- 
keratotic cases 1/4 B dose of x rays was very helpful. 
Treatment must be continued for some months after 
apparent cure. The salicylic acid in Whitfield’s ointment 
tended to produce a sodden appearance of the skin ; it 
was his practice on this account to substitute, for alter- 
nating periods of a fortnight, boric acid powder for the 
ointment. Where the nails were found to be involved, 
they also must be dealt with. Avulsion seemed the only 
effective procedure. Recurrence might be due to re- 
infection. When cure was attained all old socks should 
be destroyed. Shoes should be scrapped if economic 
conditions permitted. Failing this they should be 
swabbed out with 2 per cent. formalin. Discussing pro- 
phylaxis Dr. Gray said that there were two main methods 
of prevention of infection: first, by preventing the naked 
foot from coming into contact with the floor, and, 
secondly, by using an antiseptic after contact with a 
possibly infected floor. The use of rubber shoes in 
swimming baths might well be made compulsory. 

Dr. H. Corsi reviewed some aetiological factors under- 
lying Dr. Gray’s intertriginous type. It occurred only 
where skin surfaces were in contact and usually in those 
whose feet were hot and hyperidrotic and whose footwear 
did not allow good ventilation of the toes. It was rare, 
therefore, in women. It was common in well-to-do males, 
because they wore thick socks and well-fitting shoes of 
relatively impermeable leather. Young adults of this 
class spent much of their time at games: hence the term 
‘“ athlete’s foot.’’ With advancing years sweating of the 
feet was less common, and the disease tended to spon- 
taneous cure. The condition, therefore, was primarily 
an intertrigo. The fungus had been found in a_ host 
of fomites ; perhaps it was ubiquitous. 

Dr. H. SEMon took a pessimistic view of the possibility 
of extirpating the disease in the more chronic types of 
infection. He was gratified to note that Dr. Gray had 
emphasized the concurrent nail infection. There was no 
reliable method of dealing with tinea unguium ; even 
avulsion was usually unsuccessful. As regards local dis- 
infection of interdigital spaces he recommended para-nitro- 
phenol applied after decortication treatment with 12 per 
cent. salicylic acid in spirit. He shared Dr. Corsi’s views 
on the prime necessity of rendering the soil unfavourable 
to the growth of the fungus, and it seemed rational, if 
at present unconventional, to urge a more widespread 
use of the sandal. Dr. M. J. Fenton recommended 
avulsion of nails under a solution of iodine in alcohol. 
The vacuum created on raising the nail drew the fluid 
into the infected parts of the matrix. Dr. J. T. INGRAM 
(Leeds) suggested that cases fell into two categories: (1) 
those in which the organism was of prime importance, 
and (2) those in which the soil was of more importance. 
The parallel to seborrhoeic infections was close. In the 
first group simple measures commonly cured the patient 
with ease. In the latter, when great difficulties were 
encountered, fractional doses of x rays were of undoubted 
value. Familial infections were not uncommon. These 
would be avoided if a child or youth who had tinea cruris 
also received treatment for tinea of the toes. In schools 
the associated infection of the toes was commonly: over- 
looked. Dr. J. F. L. Wuitrrxcparte (Sherborne) stated 
that tinea of the toes was a great trouble in schools. 
General practitioners were not well informed on the sub- 
ject. Consequently nuimbers of boys came to school 
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suffering from so-called eczema of the feet ; sometimes 
even with tinea cruris. He had made it his practice, 
therefore, to examine all boys at the beginning of each 
term. Dr. Lomuort said the trichophytin test was 
regularly used at the Finsen Institute. One must remem- 
ber it was not proof of the mycotic nature of the lesion 
then present. He had found fungus in the feet of 25 per 
cent. male and 18 per cent. female students. He recom- 
mended treatment with ‘‘ mycocten,’’ an ester of oxy- 
benzoic acid (Bencard Ltd., London), a substance used 
also in food preservation. 


SECTION OF MEDICAL SOCIOLOGY 
Friday, July 27th 
DEFECTIVE HEARING AS A NATIONAL PROBLEM 


With the President (Dr. H. Guy Darn) in the chair, Dr. 
G. P. CROWDEN (lecturer in industrial physiology, London 
School of Hygiene and Tropical Medicine) opened a dis- 
cussion on defective hearing as a national problem. 

Dr. Crowden estimated that there were in this country 
two and a half million persons suffering from acquired 
deafness or defective hearing in one or both ears. Five 
years ago, on making inquiries into the causes of rejection 
of recruits for the Army, he found that the chief single 
medical cause was old and current middle-ear disease. 
The causes of acquired deafness were disease, employment, 
accident, and advancing age, and each presented its own 
peculiar problems of prevention or correction. He de- 
scribed the use of a gramophone audiometer, developed by 
the Bell Telephone Research Laboratories in New York, 
which he had found an ideal instrument for the group 
testing of children and the detection of early signs oi 
deafness. In a preliminary survey made by this means 
on elementary school children in Hornsey it was found 
that 6.6 per cent. of the children had defects in one or 
both ears, as compared with 0.42 per cent. shown in the 
annual returns for the routine medical inspection of 
elementary school children. The use of the gramophone 
audiometer enabled a practical scheme for attacking the 
problem of defective hearing to be defined, including detec- 
tion of cases and measurement of defects, medical exam- 
ination and diagnosis, medical or surgical treatment, re- 
testing of cases, and decision by medical and educational 
authorities in regard to subsequent care. The experience of 
the school medical authorities in the borough of Totten- 
ham, where this routine had been followed for the past 
three years, was most encouraging, for it had proved both 
possible and practicable, not only successfully to treat a 
very large proportion of cases of early disease, but to 
restore hearing to normal in many cases in which the 
defects were severe. 

Dr. A. R. Frrer, dealing with the problem as seen in 
a children’s clinic, discussed the possibility of reducing 
the amount of deafness due to diseases of the middle-ear 
tract. It was nearly always secondary to disease of the 
nose, throat, or mouth, and it was important to prevent 
disease by paving attention to the common inflammatory 
disturbances in these regions. The two common ear 
diseases found in a clinic were suppuration of the middle 
ear and catarrh. When a clinic was newly opened a large 
number of cases of chronic otorrhoea of a severe type 
would come forward. In all of these sepsis was at the 
root of the matter, and in the majority it would be found 
that the area of sepsis was accessible. For this condition 
zinc ionization was efficacious. When the area of sepsis 
was not accessible the patient was sent to hospital for 
operation. Suppuration and catarrh of the middle ear 
were both inflammatory in nature, the former being more 
acute than the latter. When there was a state of acute 
inflammation rhinitis or tonsillitis would often be found. 
or, if the child was very young, erupting teeth. In chronic 
otorrhoea or chronic catarrh of the middle ear, inflamma- 
tery conditions of the mouth, nose, or throat would often 
be found to be absent ; they had passed away, but their 
effects might be lifelong. Recently a method of treat- 
ment called ‘‘ diastolization ’’ had been introduced from 
Paris, where it was devised by Dr. Gautier. A _ hollow, 


soft rubber bougie, shaped like a comma, was introduced 
along the floor of the nose between the inferior turbinal 
and the septum. This acted as a gentle stimulus to the 
tissues, which stimulus was transmitted to the central 
nervous system. The vessels contracted, and the glands 
expressed their secretion. When the bougie was removed 
the patient, whose nose had been swollen and blocked, 
was able to blow his nose, and after a few treatments 
the catarrh disappeared, and the Eustachian tube and 
nasopharynx were also relieved. Politzerization was also 
used to open the Eustachian tube and restore the position 
of the drum membrane. When tonsils were definitely 
inflamed and had lost their regular outline they should be 
removed ; he preferred that adenoids be left alone unless 
they actually obstructed the tubes. In conclusion, Dr. 
Friel gave some particulars of work at Tottenham, where 
the medical officer of health, Dr. Kirkhope, had instructed 
the school nurses to go regularly into the schools and 
examine the young children to see if they had rhinitis, 
and send them for treatment whether their ears were 
affected or not. Children who had been detected in 
routine testing in the schools or had been tested by the 
audiometer after coming to the clinic, were examined, 
treated, and retested. In the report of the medical 
officer of health for Tottenham, published in 1933, the 
results of treatment in children over 8 years of age were 
given. Of 135 ears showing from nine to eighteen units 
loss, of which ninety-seven showed catarrhal changes and 
thirty-seven the effects of suppuration, 124 were raised to 
normal. 

Dr. A. H. Gare (Board of Education), speaking cf 
children of school age and adolescents, said that from the 
educational point of view children with defective hearing 
might be divided into three groups: (1) totally deaf (out- 
side the range of the present discussion) ; (2) partially deaf 
(while not totally deaf, still coming within the definition 
of Section 69 of the Education Act) ; and (3) children with 
defective hearing whose defect was not so severe as to 
prevent their being educated with hearing children in an 
ordinary school. It was probable that ascertainment of 
the total number of the partially deaf might be made more 
complete by a more vigorous application of ordinary 
methods. In the third group the medical aspect of the 
problem was more important than the educational. 
Nearly all these cases were due to tubotympanic disease. 
There were two ways in which such children might be 
found—namely, at routine medical inspection and by 
routine audiometer testing. Routine medical inspection 
should include a brief examination with an electric auri- 
scope. Even then cases of early tubotympanic disease 
might still be overlooked. For the detection of these 
routine testing with the audiometer was very valuable. 
All cases of ear disease found at routine inspection or 
by routine audiometer tests should be examined by an 
aural surgeon, and before the institution of routine audio- 
meter testing it was essential to see that the provision for 
skilled treatment was adequate. The ideal solution of 
the problem lay in the prevention of the disease which 
caused hearing impairment, but until such prevention was 
practicable everything possible must be done to detest 
and treat ear disease in its earliest stages. If the ordin- 
ary methods of detecting hearing defects were more 
thoroughly applied something might be done to decrease 
the number of those who left school with their hearing 
permanently injured. 

Professor A. W. G. Ewrxa (Manchester) said that, 
thanks to very elaborate investigations carried out, espe- 
cially in America by the Bell Telephone Research Labora- 
tories, it was possible now to correlate hearing for pure 
tone and hearing for speech in a very exact way. In 
some instances deafness was reported as due to oto- 
sclerosis or some form of disease or injury arising after 
school age, but the evidence showed clearly that deafness 
originating during school life was a very serious factor. 
Deafness might not be noticeable by the subject himself, 
or by his family or teacher, until it seriously diminished 
his ability to hear speech at conversational loudness. 
There were many records of children sent to schools for 
the mentally retarded or defective who proved on further 
tests to be partially deaf and capable of good progress by 
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appropriate methods of education. The danger of judging 
by a very brief test, in which speech sounds or words 
were used, was that one tended to use very familiar words, 
and these, as a rule, could be followed under quite severe 
conditions by a patient with a very considerable degree 
of deafness. The great developments in the physics of 
sound of recent years made the time ripe for concerted 
advance in regard to auditory deafness in which the 
medical profession and the educational technician could 
join, 

Major-General P. H. HENDERSON (Director of Hygiene, 
War Office), in giving some account of the problem 
from the Army point of view, explained that the nomen- 
clature for recording ear troubles of recruits had been 
changed since 1912 from ‘‘ deafness ’’ to ‘‘ diseases of the 
middle ear,’’ the reason being the deafness was generally 
merely a symptom of underlying middle-ear disease. In 
examination of the recruit the drum had to be visualized 
in every case. Aural examination, therefore, consisted 
of auriscopic scrutiny and a hearing test. Deafness, from 
the Army standard, was regarded as inability to hear with 
either ear, at a distance of 20 feet, a series of numbers 
including, at random intervals, the figures 66 (high note), 
25 (medium note), and 44 (low note), uitered in a strong 
whisper. The ratio per 1,000 of rejections for deaf- 
ness or diseases of the middle ear during the decennium 
1904-13 was only 3.05, and the ratio per 1,000 discharges 
on the same account within less than three morths’ 
service was 0.42. In the decennium 1924-33 the ratio 
per 1,000 rejections rose to 45.45, and per 1,000 dis- 
charges (now within less than six months’, instead of 
three months’, service) to 5.48. Taking the years singly, 
the ratio of rejections remained fairly constant from 
1904 to 1911, but then showed an increase, and an in- 
crease was again shown from 1921, when records again 
became available, to 1928, since which time the figures 
hdd remained fairly constant. The cause of this increase 
was part of a general post-war decline in health and 
physique among the youths born in or shortly before the 
period of the war, and the incidence of nearlv all the 
other disabilities which caused rejection had increased in 
a more or less similar way. He could not accept the 
view that it was not a real increase, but the result of 
a stricter and more thorough examination of the ears, 
the use of electric auriscopes, and so forth. He was forced 
to the conclusion that the reason for the high incidence 
of middle-ear disease among recruits was to be found 
in its prevalence in the young male adolescent popu- 
lation. 

Air Commodore A. V. J. RicHarpson (R.A.F. Medical 
Service) confined his remarks to the recruitment of aircrait 
apprentices who were entered at school age for a life career 
in the technical trades, and to adult recruits, skilled or 
unskilled, disregarding entrants of the officer class. An 
analysis of 5,750 candidates medically examined at Haiton 
in half-vyearly entries from September, 1928, to January, 
1934, showed that only seven per 1,000 were rejected 
on account of diseases of the ear, including defective 
hearing ; while during the vears 1925 to 1932 a total of 
only five aircraft apprentices were invalided on account 
of diseases of the ear from an annual strength varying 
between 1,900 and 1,200. For adult recruits the rejection 
rate on account of diseases of the ear for the years 1931 
and 1932 was eighteen per 1,000 examined, while the 
invaliding rates for the total force for those years were 
0.25 and 0.5 per 1,000. The reason why the Air 
Force figures were so much lower than those for 
the Army was probably that the Air Force recruits 
were drawn from a better class of life and one more 
likely to take intelligent notice of any disability such 
as a discharging. ear, in its early stages. In the @ir 
Force an endeavour was made, by prompt and energetic 
treatment, to prevent the acute type of ear trouble from 
becoming chronic. Such cases were admitted to hospital 
or kept under the oversight of an expert otologist. 
Dressings were carried out under aseptic conditions, by 
sight, and not left to the patient. As to whether work in 


the Air Force caused deafness, it must be remembered that 
the personnel were not kept continuously on a particuiar 


type of work ; in flying, adequate protection of the ears 
by properly fitting helmets reduced the damaging effects 
of noise. 

Dr. Puyttis Kerripce (London School of Hygiene and 
Tropical Medicine), dealing with the calibration of hearing 
aids, said that it had long been known that hearing loss 
was rarely uniform for all pitches. She had recently had the 
opportunity of examining the graphs of hearing loss with 
pitch of over 1,000 adults who applied for hearing aids 
to a commercial firm ; 52 per cent. of these persons had 
maximum loss for high tones, 37.5 per cent. for middle 
tones, 5.5 per cent. for low tones, and 5 per cent. showed 
approximately uniform loss. The mean amount of hearing 
loss of these persons over the range of frequencies most 
useful for speech was 62.5 decibels—that is, about 50 per 
cent. of total normal hearing at these frequencies, result- 
ing in an inability to hear loud speech at the ordinary 
distance, but an ability to hear very loud speech near the 
ear, The figure worked out the same whether both ears 
were considered or the data for the better ear only were 
taken. About three-quarters of the people had _ losses 
between 40 and 60 per cent. (50-75 decibels). The above 
figures might be taken to indicate approximately the 
amount and character of hearing loss in deaf adults who 
asked for some compensation. She had obtained similar 
data on seventy children in a school for the deaf. Pre- 
scription of hearing aids had been advocated for some 
years. The obstacle had been the difficult physical prob- 
tom of calibrating the hearing aids under conditions com- 
parable to those in which they would be used. It might 
be said that the physical* properties of both horns and 
microphones were such that the type of deafness with 
maximum medium tone loss was the most easy to correct 
at present. Until more data on the magnification of sound 
by hearing aids over the whole range of audible frequency 
was available, no rational progress along this line of 
research could be made. Such calibration involved know- 
ledge and expensive apparatus which neither hospitals nor 
instrument-making firms had at their disposal. It was 
satisfactory to know that the National Physical Labora- 
tory was willing to undertake the testing of hearing aids. 

Wing Commander StaNtry TURNER mentioned that in 
1904 he devised an almost identical apparatus to the audio- 
meter which Dr. Crowden had demonstrated. Dr. H. G. 
Dain (from the chair of the Section) said that this was a 
disability of which the persons who suffered it were net 
always conscious. The figures which Major-General 
Henderson had produced suggested that the incidence had 
gone up far beyond the point at which it could be ex- 
plained on the ground of improved methods of detection. 
One manifest duty was to prevent as far as possible the 
common infections and constant catarrhs. 

Dr. CROWDEN, in reply, said that with the audiometer 
it had been noticed that numbers like three, one, and six 
terded to be confused in the hearing of some children. 
In America Dr. Harvey Fletcher, many years ago, showed 
the link between defective hearing for certain words and 
vowel sounds and the defects associated with certain high 
frequencies. Dr. A. F. Fret said that diastolization 
greatly reduced the necessity for the removal of adenoids. 
In reply to Dr. Ashcroft he added that the rubber bougie 
was left in position for five minutes. 


The Achille Sclavo prize of 10,000 lire, founded by 
the National Opotherapeutic Institute of Pisa under the 
patronage of the National Institution for Research, is 
offered for the best essay on one of the three follow:ng 
subjects: (1) comparative investigations on the total 
endocrine extracts and their hormones in phys‘0- 
logical and therapeutic aspects ; (2) experimental and 
clinical contributions to the pathology of the thymus ; 
(3) relations between the hypophysis and somatic and 
metabolic activity. The first prize will consist of 8,009 
lire, and there will be two consolation prizes of 1,000 lire 
each. Two copies of the essay should be sent not later 
than May, 1936, to the Consiglio Nationale delle Ricerche, 
Ministera della Educazione Nazionale, Viale Del Re, 
Rome. 
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FACTORIES AND WORKSHOPS REPORT 


The report of the Chief Inspector of Factories and Wori- 
shops for 1933 devotes short chapters to questions of 
employment and welfare, but the main portions of the 
report relate to industrial accidents and diseases. The 
Chief Inspector (Mr. D. R. Wilson), in his introduction, 
says that he is chiefly impressed, not so much by the 
frequency and severity ‘of the industrial accidents incurred, 
as by the number of them that are avoidable. The con- 
tempt for transmission machinery, such as smooth shafting 
in motion, is responsible for an almost incredible toll of 
death and disablement, considering that its dangerous 
character has been continuously emphasized from the very 
start of factory inspection. Fortunately, safeguards, 
which make physical injury an impossibility, are now 
provided for many machines. It is found that particularly 
dangerous machines such as guillotines for cutting paper 
sheets and meat-mincing machines can be fully guarded, 
and steps are being taken, in conjunction with the trade 
associations, to extend the provision of such guards univer- 
sally. The use of some of these dangerous machines is not 
confined to factories, and it was found that of 10,000 
butchers’ shops visited more than 7,000 failed to comply 
with the agreed standard of protection in their mincing 
machines. 
ACCIDENT FIGURES 


In addition to mechanical safeguards an enormous field 
is still open in the direction of education, such as is taken 
by the National Safety First Association. Through the 
introduction of safety committees at factories, the display 


_of accident posters, and in other ways it has been found 


possible to reduce the frequency and severity of the acci- 
dents incurred in some factories to less than a half in the 
course of two years. 

The improvement in accident rates in most branches of 
industry has been tested by the Factory Department by 
tabulating all reported accidents for two sample years, 
together with information concerning the numbers of 
workers employed. The data relate to about five million 
workers in each instance, and it was found that in 1932 
the accident rate per 100,000 persons employed was 2,090, 
as compared with the rate of 2,780 observed in 1928. The 
fatal accidents decreased in like proportion, so it is evi- 
dent that the improvement has been very substantial in 
recent years. The accident rate is naturally much heavier 
in some industries than in others. For instance, in metal 
extraction and conversion, shipbuilding, and constructional 
engineering it is more than ten times greater than in 
laundries, bakeries, and factories for wearing apparel. 


INDUSTRIAL HEALTH 


The chapter on health by the Senior Medical Inspector, 
Dr. J. C. Bridge, gives detailed statistical information 
about various industrial diseases which should prove of 
great practical value. For instance, about 150 cases of 
epitheliomatous ulceration are notified every year, of 
which about forty are fatal. The majority relate to 
cotton-mule spinners, but a substantial number occur 
at patent fuel works, where pitch and tar are the carcino- 
genic agents. By periodic medical examination of the 
workers in the fuel industry in one area, and suitable 
treatment when necessary, fatal results were entirely pre- 
vented in the year under consideration. Again, it is 
found that the workers in certain chemical factories, where 
intermediate dyestuffs are manufactured, have a mortality 
rate from cancer of the bladder which is thirty-eight times 
higher than that of the general insured population of the 
district. The early stage of the disease is a papilloma 
of the bladder wall, and if this is removed successfully a 
complete cure may be looked for. 

Silicosis and Asbestosis.—The subjects of silicosis and 
asbestosis are dealt with at length, and 469 deaths from 
these causes, or from silicosis combined with tuberculosis, 
are tabulated. These deaths are a sample collected during 
the last few years, and do not represent the total deaths 
incurred, but judging from their number they appear to 
indicate a greater mortality than that induced by all the 
tabulated causes of industrial disease put togetier 


(lead poisoning, anthrax, epitheliomatous ulceration). The 
fatal termination of silicosis cases ensued on an average 
after thirty-three years of employment, while that of 
asbestosis cases ensued after only eleven years. All the 
asbestosis cases are attributed to exposure prior to the 
introduction of the Asbestos Industry Regulations, and a 
great reduction of fatalities may be expected in the future. 

The most fatal of all the causes of silicosis is sand- 
blasting, a method of cleansing or etching surfaces by 
directing the abrasive on to the-article through a nozzle by 
means of compressed air at a pressure of 30 Ib. to 100 Ib. 
per square inch. The operator is protected by a helmet 
supplied with fresh air, or the process is performed in an 
enclosed cabinet, but inevitably the air breathed contains 
an excess of sand particles. Exact information of the 
number of men engaged in sand-blasting in the Midlands 
area was obtained, and it was found that of the 441 men 
concerned no less than 5.4 per cent. died from silicosis in 
the space of three and a half years. In order to avoid 
the risk it is suggested that the sand should be replaced 
by some other abrasive, and it appears that steel grit can 
be substituted in many instances. 

Dermatitis.—Of the non-fatal industrial diseases de- 
scribed dermatitis is responsible for about 1,000 reported 
cases per year, and it is pointed out that such cases could 
usually be prevented (a) by placing a protective film of 
ointment between the skin and the industrial irritants, 
and (b) by thoroughly washing the skin after work, but 
without recourse to cleansers (except in the case of con- 
tamination with oil). The workers’ hands ought to be 
regularly inspected, so as to detect early signs of skin 
irritation. 

CONDITIONS OF EMPLOYMENT 

In the chapter concerned with employment it is pointed 
out that the recrudescence of industrial activity is, un- 
fortunately, accompanied by an increase of illegal em- 
ployment. In a number of cases young persons have been 
compelled to work disgracefully long hours. A boy in 
a dry-cleaning works was employed 156} hours in eleven 
days, including spells of work of twenty-two and a haif 
and thirty-seven and a half hours. Girls of 14 and 15 
were employed from 8 a.m. to 12.30 p.m., and then 
during the night (when such work is absolutely forbidden 
by law) from 6 p.m. or 7 p.m. until 3 p.m. on the follow- 
ing afternoon. Needless to say, the employers were 
prosecuted and substantial fines inflicted. 

As regards shift work, the two-shift system of employ- 
ment is being used to an increasing extent, and 318 fresh 
Orders were made by the Home Secretary in 1933. These 
Orders covered a very wide range of industries, and they 
are likely to be extended greatly in the future, as they 
enable the employer to keep his plant running for eighty- 
two hours a week instead of the usual forty-eight hours. 
The overhead costs are so much reduced that it is possible 
to pay the workers as much for the shorter working week 
as for the longer one, and it is found that the majority 
of them, once they have settled down to the change of 
habits involved, prefer the system because of the gain 
in leisure. 

It will be realized that this brief summary necessarily 
omits any reference to most of the vast body of inspections 
and other work carried on by the staff of 240 inspectors 
attached to the Department. The number of factories 
and workshops subject to inspection was no less than 
285,284, and it is astonishing that so limited a staff are 
able to accomplish their work so efficiently. 


The Association d’Enseignement Médical des Hépitaux 
de Paris announces the programme of its course in cardio- 
logy, which will be held at the Hépital Broussais from 
October 8th to October 20th, 1934. This particular course 
deals with the arrhythmias, and is directed by Dr. Ch. 
Laubry, with the assistance of Professor Doumer and Drs. 
Marchal, van Bogaert, and Aitoff. The fee is 150 francs. 
A time-table is issued covering the whole two weeks. 
Facilities are given for examination of cases daily at 
4 p.m., and students may obtain a diploma at the end of 
the course. Further particulars may be had from Dr. 
Lemant, H6pital Broussais, 96 rue Didot, Paris (14). 
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The L.C.C. Medical Staff 


The establishment of medical staff at general hospitals 
under the management of the London County Council 
was fixed in January, 1932, but it is mow found that 
developments have rendered an increase necessary. The 
type of cace treated in the general hospitals is altering, 
and there is continually more acute and operative work 
to be carried out. The general standard of medical care, 
moreover, is steadily rising. The improved facilities for 
pathological work created by the new laboratory services 
encourage the more elaborate investigations required by 
modern hospital methods, and thus there is an increased 
demand on the time of the medical officers. The wider 
and freer use of consultants under the recently organized 
consultant and specialist scheme has had the effect of 
raising the standard of treatment and increasing the 
amount of care and time devoted to the cases. Further 
demands on the staff have resulted from the developments 
in out-patient work, as, for example, in the ante-natal 
and post-natal clinics and in diabetic and other special 
clinics. A careful survey has therefore been made of each 
hospital, and at the last meeting of the Council before the 
summer rece:s the Hospitals and Medical Services Com- 
mittee brought forward proposals for an increase, as from 
October Ist, of the fixed establishment of medical staff 
by four positions of senior assistant medical officer (from 
thirty to thirty-four), twenty of assistant medical officer 
(from twenty-five to forty-five), and seven of houce- 
physician, house-surgeon, or clinical assistant (from 
twelve to nineteen). Proposals for additional medical 
staff at Hammersmith Hospital have not yet been made, 
but it is stated that there is no doubt when the works 
of adaptation and enlargement at that hospital are com- 
pleted, and the post-graduate medical school is opened, 
the medical staff will have to be strengthened. The 
medical staff employed at special hospitals was fixed in 
July, 1932, but here also it has been found that the 
number of permanent staff available cannot be considered 
adequate during periods of high incidence of various 
diseases, and it has been found impracticable during these 
periods to avoid having a higher proportion of temporary 
staff on duty than should be the case. At Colindale 
Hospital and King George V and Pinewood Sanatoria, 
where cases of pulmonary tuberculosis are treated, the 
staff has proved inadequate. The treatment of tuber- 
culosis, it is pointed out, has undergone very great 
changes. The various forms of collapse therapy and 
chemotherapy, the greatly increased use of radiological 
examination and blood examinations in guiding treatment 
and estimating prognosis have made treatment more indi- 
vidual and intensive. The work of the medical staffs has 
been thereby increased to an extent which now throws 
an undue strain upon the medical officers concerned. It 
is proposed to increase the fixed staff at special hospitals 
by two positions of senior assistant medical officer (from 
twenty-one to twenty-three), and by making five new 
positions of assistant medical officer. The appointments 
of assistant medical officers (Grade II) are limited to one 
year only, in accordance with the recommendation of the 
Askwith Conference. This limitation has been found un- 
satisfactory to the Council and to the officers themselves, 
and it is proposed to renew their appointments for a 
second year, endeavouring to ensure that a large propor- 
tion of the second year shall be spent in another hospital, 
or that the officer’s duties are varied if he is to be retained 
at the same hospital. It also appears that the Council's 
hospitals do not attract, at the existing salaries, the type 
of medical officer for which the positions of house- 


physician, house-surgeon, and clinical assistant are 
intended. These positions are to be maintained, but the 
rates of pay, which are £80 a year, with residential 
emoluments, for house-physicians and house-surgeons, and 
£100 a year, with meals on duty, for clinical assistants, 
are to be raised to £120 and £150 a year respectively. 
The financial effect of these proposals for increase of staff 
and of certain salaries will be £5,345 for the current 
financial year and £10,810 for 1935-6. 


Radiotherapy at University College Hospital 


A new appointment was made in 1933 in the radio- 
therapy department at University College Hospital, an 
assistant radium registrar being entrusted with the super- 
intendence of the working of the l-gram radium unit. 
Four beds in the surgical wards—two for male and two 
for female patients—have been set aside for those under- 
going this form of treatment, which is now in almost 
continuous operation Curing the night as well as the day. 
Previously time was lost in transferring the bomb from 
ward to ward, and the number of those skilled in its use 
was limited. Each exposure lasts about two hours, and 
most patients tolerate this without great discomfort. 
When the treatment was given in bed constant super- 
vision was required, since the patient tended to move 
and the alignment had often to be altered. The couch 
now employed is fitted with an adjustable head-clamp, 
and, if the patient is arranged comfortably at the begin- 
ning of treatment, he is relieved of the strain of volun- 
tarily maintaining his position relative to the bomb. In 
the report of the work of this department for 1933 it is 
stated that the calculation of dosage of radium adminis- 
tration remains largely empirical, but the recent increase 
of dose has improved the immediate results. At present 
sixteen to eighteen hours’ intermittent exposure is given 
to each field where two or three adjacent fields are 
employed, and twelve to fourteen hours each to four or 
more fields. An average dose for one side of the neck 
or one groin is fifty hours, or 100 hours to both sides. 
With this increased dosage a fairly severe skin reaction 
is generally produced, and moist desquamation occurs 
about two weeks after the cessation of treatment. The 
skin heals readily if protected with a greasy application. 
There is rarely any marked constitutional reaction. Of 
fifty cases treated with this l-gram unit since August, 
1932, twenty are recorded as improved, eight as_ not 
improved, and thirty-one as dead. In the period 1921-32 
radium treatment for malignant disease was used in 937 
cases. Of these patients 321 are still alive, ninety-six 
having survived for five years or more after treatment, 
and 225 for less than five years. A change has also been 
made in the distribution of the radium stock, an 11-mg. 
needle on loan from the Medical Research Council having 
been converted into the more useful form of ten small 
needles. To maintain the constant control of x-ray dosage 
the physicist has continued to standardize weekly the 
intensity output of the deep-therapy tube. The American 
deep-therapy Coolidge tube in Dean’s twin coil unit was 
used only for a few hours, the stabilivolt unit being 
found to be both safer and quicker. The Siemens water- 
cooled tube worked 1,163 hours in 1933. The total 
working hours of this tube are now 2,056, which is 
considered to be highly satisfactory. In comparison, the 
lives of three air-cooled tubes used in 1931 totalled only 
227 hours. A filter of 0.5 mm. of copper and 1 mm. of 
aluminium was employed with a kilovoltage of 150. The 
copper filter was doubled when the kilovoltage was raised 
to 190. An even darker erythema was taken as a 
standard for the U.S.D. With a kilovoltage of 190 and 
a filter of 1 mm. of copper and 1 mm. of aluminium this 


was found to be 1,000 international 7 units when esti- 
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mated with back-scatter. The intensive split dose method 
was used for nearly all malignant cases, the fractional 
dose method being confined to non-malignant con- 
ditions. The duration of treatment in the former ranged 
from one to five weeks. The single, or massive, dose was 
only used for carcinoma of the skin. In the arrangement 
of the statistical side of this annual report that of the 
summary of reports issued by the Medical Research 
Council is followed. The diseases treated are classified in 
fourteen groups, while a further subdivision of the sarco- 
mata has been added. The new patients during the year 
totalled 321, 226 of whom had malignant disease. Of the 
malignant cases eighty-seven were treated with radium, 
seventy-four with x rays, fifty-eight with radium and 
x rays, and seven with x rays after treatment with radium 
elsewhere. Of the ninety-five non-malignant cases fifty- 
five were treated with radium and forty with x rays. The 
old patients at the commencement of the year numbered 
103, of whom seventy-seven had malignant disease. 
Radium treatment was given to thirty-six of these malig- 
nant cases, x rays to thirty-three, radium and x rays to 
seven, and x rays to one who had had radium treatment 
elsewhere. Of the twenty-six old patients with non- 
malignant disease eight were treated with radium and 
eighteen with x rays. 


Pathological Research in Leeds 


The annual report for 1933 of the department of patho- 
logy and bacteriology of the University of Leeds has been 
compiled by Professors Matthew Stewart and J. W. 
McLeod, and is published with an abstract of a report 
on experimental pathology and cancer research drawn 
up by Professor R. D. Passey. There has been a large 
increase in the general routine work, chiefly in connexion 
with the General Infirmary, and of a bacteriological kind. 
No fewer than 30,000 examinations were made in the 
department, an increase of 2,000 over the previous 
maximum in 1931. On the research side, a report on 
the pulmonary fibrosis of haematite miners has been pre- 
pared and presented to the Industrial Pulmonary Disease 
Committee of the Medical Research Council. The sputum 
of asbestos workers is being examined as opportunity 
serves, and a growing body of evidence pvints to the 
presence of clumps of asbestos bodies as an important 
indication of a destructive lesion of the lung, and, ipso 
facto, of pulmonary asbestosis. A suitable procedure for 
urea-clearance determinations and their application to the 
investigation of renal disease has been devised, and is now 
in routine use in the General Infirmary at Leeds. It is 
believed that this offers the best available method of 
ascertaining the state of renal function. Some success 
has been forthcoming as regards the devising of a method 
of determination of the ‘‘ non-haemoglobinous ’’ iron of 
blood on the basis of the technique already in use for 
estimating the amount of iron in the blood, tissues, and 
urine. This technique has been adapted for use with 
haemoglobin-free blood plasma, and it is believed that it 
will soon be available for determination of the iron content 
of the blood plasma in the study of the various forms of 
anaemia. Two types of lesion of the epithelium of the 
cervical canal have been singled out for special study as 
being possible precursors of carcinoma—namely, leuco- 
plakia of the portio vaginalis and squamous metaplasia of 
the cervical canal epithelium. The glycine-tolerance 
test for liver damage has been modified and applied to 
the human subject. It has been shown that the sub- 
cutaneous administration of 1 gram of glycine is innocuous, 
and capable of indicating sometimes the existence of 
hepatic disease. The use of higher doses is likely to prove 
more reliable, and is being investigated. The attempt to 
correlate bacterial type with clinical severity in diphtheria 
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has now been in progress for more than three years. The 
observations indicate that the B. diphtheriae gravis type 
is associated with severe diphtheria in all places where it 
predominates ; it is the most constantly animal-pathogenic 
of all forms, and has been found to be definitely pre- 
dominant in all definitely endemic diphtheria areas. The 
intermediate type of bacillus has been shown to be the 
predominant strain in both severe and mild diphtheria, 
but not to be associated with marked epidemics. The 
mitis form has only rarely been found associated with 
severe toxic diphtheria, the majority of fatal cases in 
which it was present having been complicated by obstruc- 
tive lesions or bronchopneumonia. A wider fluctuation in 
animal pathogenicity was detected among mitis strains 
than among those of any other types. 


Liverpool Psychiatric Clinic 


The Liverpool Psychiatric Clinic was founded in April, 
1924, in two rooms in a dwelling-house, and a review of 
the work accomplished in the last ten years has now been 
issued. In all 1,348 cases have been investigated, the 
number of patients’ attendances being 13,728. After the 
first three years the clinic was removed to an entertain- 
ment hall, and in 1929 the present more commodious 
premises were obtained. While active psychological treat- 
ment was its primary aim, its functions had soon to 
be extended to include diagnosis and advice in the 
treatment of cases of advanced mental disorder and of 
functional disturbances. The clinic only receives patients 
from medical practitioners or some responsible social 
organization after the presence of physical disorders has 
been excluded ; the patient remains under his care or in 
that of a hospital while any such disorders are in need 
of treatment. In this way is preserved continuity of 
treatment on a team basis without the need for dis- 
pensary or laboratory departments. The clinic under- 
takes the preparation of detailed reports upon cases of 
delinquency and the investigation of problems peculiar 
to childhood. There has been a steady increase in the 
proportion of adolescent cases, indicating a growing ten- 
dency for patients to be sent for investigation at a 
relatively early stage in their neuroses, and at a time 
when the duration of treatment can often be shortened. 
Thus, in the first 1,200 consecutive cases, 114 out of 
548 males and 175 out of 652 females were between the 
ages of 10 and 19. During the past twelve months 
lectures have been delivered to outside organizations by 
the medical staff, and an official course of lecture- 
discussions for social workers and other trained observers 
was held at the clinic during April and May of this year. 
The medical staff is entirely honorary, but it is hoped 
to engage upon a remuneration bagis the part-time ser- 
vices of junior medical graduates who have undertaken 
to specialize in this work. 


Mental Disease Research in Birmingham 


In a prefatory letter to the annual report for 1933-4 of 
the Joint Board of Research for Mental Disease of the City 
and University of Birmingham the chairman, Sir Gilbert 
Barling, announces that there“is a good prospect that the 
University will be able to provide accommodation for the 
research work of the Board in the new buildings when the 
medical school is established at Edgbaston. He also states 
that, in order to promote interest in the pathology of 
mental disease, there has been brought into being a new 
organization—the Midland Mental Pathological Society— 
to which it is hoped to attract especially the medical 
officers of the local mental hospitals, and by which should 
be advanced the projected formation of a strong board 
of research for the Midland area. The director of the 
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Board, Dr. F. A. Pickworth, reports that researches have 
been continued into the blood supply of the brain in mental 
patients, and that over 330 photographic records have 
been prepared of sections of brain stained to show the 
distribution of the capillaries. In continuation of the 
Board’s work on nasal sinus infections residua of past 
infective processes were found in 54 per cent. of post- 
mortem examinations ; in twenty out of fifty-nine cases 
actual pus was present in one or more of the sinuses. 
Streptococci, B. coli, and the influenza bacillus were the 
organisms most commonly recovered. Agglutination in- 
vestigations disclosed responses to Aertrycke and Gaertner 
infection in no fewer than ninety specimens ; these repre- 
sented seventy of 656 new cases (10.7 per cent.). This 
evidence of previous infection (mostly without clinica! 
symptoms of enteritis) with organisms of the food-poison- 
ing group in mental patients is considered especially impor- 
tant in view of the information published already by the 
Board with regard to the diminution in the oxygen 
capacity of the blood in Gaertner infections. A roughly 
quantitative method for the detection of minute amounts 
of blood in serum has been developed, and applied to the 
determination of haemoglobin in sera sent for routine 
Wassermann testing. Graphs constructed of the incidence 
of blood in the specimens obtained from Wassermann 
positive and negative sera showed no significant difference. 
The same test applied to the detection cf corpuscular 
haemolysis by cultures has rendered it possible to isolate 
a number of haemolytic streptococci and staphylococci. 


Eradication of Bovine Tuberculosis 


At the annual congress of the National Veterinary 
Medical Association of Great Britain and Ireland, which 
was held in the Royal (Dick) Veterinary College, Edin- 
burgh, during the week following July 380th, several 
subjects bearing upon human medicine and public health 
were discussed. Major A. Douglas, M.R.C.V.S., Ayr, 
opening a discussion upon the eradication of bovine tuber- 
culosis, said that free tuberculin testing and advice, 
together with a small premium on Grade A (T.T.) milk, 
would give the best results within the next few years. 
The report of the Cattle Diseases Committee had suggested 
that as an inducement to owners a higher price should 
be guaranteed for the tubercle-free cow, and that loans 
should be given to farmers towards the purchase of 
animals to replace those showing a positive tuberculin 
reaction. Mr. G. P. Male, Reading, said that the present 
policy aimed at the total eradication of bovine tuber- 
culosis, at first by ,voluntary methods of free testing, 
advice, and bonus to induce producers to clear their 
herds ; but in five years’ time the local authorities should 
be given powers to pasteurize all milk except that coming 
into their areas from tubercle-free herds. In the mean- 
time it was proposed that routine clinical inspection of 
dairy herds should be made compulsory. Dr. W. A. 
Lethem of the Ministry of Health drew attention to the 
financial benefit that would accrue to farmers if public 
confidence in milk was established and the demand for it 
increased. Great Britain was at present the second lowest 
milk-consuming country in Europe, and the medical pro- 
fession could not conscientiously recommend the public 
to drink more milk, because ordinary milk, on an average 
of 5 to 10 per cent. of samples, contained living tubercle 
bacilli. The establishment of confidence would depend 
largely on the work of the veterinary profession, and 
then the demand for milk would increase and the farmer 
would benefit. Sir W. Dalrymple-Champneys, Senior 


Medical Officer to the Ministry of Health, said that the 


veterinary practitioner must be the spear-head of the 
attack on bovine tuberculosis, and that pasteurization 
and eradication should go hand in hand. Mr. William 
Nairn, M.R.C.V.S., referring in his presidential address 
to the Milk Marketing Scheme, said that the interests of 
the consumer, as well as those of the producer, must be 
kept in mind ; if the veterinary profession were successful 
in rendering milk free from infection, the producer would 
then be able to offer a safe milk at a cheap price. It was 
hoped that in dairying districts the payment of a bonus 
for tubercle-free milk would stimulate this movement. 
Various other subjects, such as the application of bio- 
chemistry to veterinary practice, the causes of mortality 
among calves, and the toxin of grass sickness, were also 
discussed by the congress. 


Royal College of Physicians’ Laboratory, Edinburgh 


The annual report of the Laboratory of the Royal 
College of Physicians at Edinburgh for 1933 shows that 
there has been considerable development of relations 
on the research side of this laboratory with the Depart- 
ment of Health for Scotland, the Home Office, and the 
Health Section of the League of Nations. Research has 
been carried out in vital statistics and epidemiology, in 
industrial diseases, bacteriology, histopathology, chemo- 
therapy, and carbohydrate metabolism. Twelve papers 
have been published from the laboratory during the year, 
and five more are in the press. Research has been con- 
ducted by eighteen workers upon twenty-two different 
subjects. In the reporting department 14,203 reports have 
been issued as compared with 13,988 in the previous year. 


Public Health in Aberdeen 


In his annual report for 1933 on the health and sanitary 
conditions of the county of Aberdeen, Dr. H. J. Rae, 
county medical officer of health, refers to a recent co- 
ordination of medical services which comprised: amalga- 
mation of the county bacteriological services with those 
controlled by the Aberdeen Town Council ; co-ordination 
of the veterinary services of the county and the town ; 
and internal reorganization of the sanitary department, 
whereby the county has been divided into four sectors— 
similar to those of the Roads Department—each having 
a divisional sanitary inspector and an assistant. In 1932 
there was a concentration of the institutional accommoda- 
tion for infectious diseases, the number of hospitals being 
reduced from twelve to five. No inconvenience resulted, 
despite an abnormally high incidence of scarlet fever in 
the second half of the year under review. None of the 
abandoned institutions has yet been reopened for other 
purposes, but it is hoped that one or more may be found 
useful when it becomes possible to segregate more effi- 
ciently such different classes of the community as able- 
bodied poor persons, the sick, maternity cases, mental 
defectives, and lunatics, which are at present being dealt 
with collectively in public assistance institutions. The 
respective councils of Aberdeen county and town agreed 
in 1930 on a scheme of co-ordination, the county council 
of Kincardine being admitted, at any rate for the present, 
on a customer basis. The medical and lay team work 
which has resulted therefrom during the last three years 
has conduced to economy in time and money, as well as 
definitely increasing efficiency. Difficult cases which could 
not be properly treated in the county council’s own 
hospitals are transferred to those of the town council, 
where specialist services in every branch of medicine and 
surgery are available. The transference of patients to 
central institutions is now rendered easy and safe by 
modern methods of transport. The scarlet fever outbreak 
was conveyed usually by direct contact, but the milk 
supplies were involved in some instances. Notification 
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of cases and correlation of the milk suppliers concerned 
resulted on one of these occasions in the detection of a 
milker who was a carrier ; the epidemic ceased at once 
when he ceased this occupation. Dr. Rae remarks that 
stoppage of the milk in such cases is never practised, the 
usual efficient method being immediately to change the 
milkers, and to retain the substitutes until such time as 
the previous ones can be certified free from infection. 
He adds that this increase in scarlet fever notifications 
during the latter half of last year, which was general 


throughout Scotland, was associated with an exceptionally | 


fine summer, indicating that good weather and freedom 
from the ordinary infections do not necessarily go hand 
in hand. 


debatable. Dr. Rae thinks that it would ultimately be 


an economic proposition to have a small temporary | 


While ample evidence was obtained of the value | 
of Schick-testing and of injections of toxoid-antitoxin | 
mixture as a preventive of diphtheria, the efficacy of the | 
similar scarlet fever prophylaxis was found to be more | 


medical staff to Schick-test school children, and to 
immunize the susceptibles and the children of the pre- 
school age period. It is claimed that the Aberdeen 
Council has availed itself more than most local autho- 
rities of the advantageous provisions of the Housing 
(Rural Workers) Acts of 1926 and 1931. A progressive 
housing policy has been adopted, but new houses are only 
provided where there are adequate water supplies and 
drainage facilities. Through a judicious decanting process 
few cases have been encountered where real difficulty has 
been experienced in meeting increased rentals. Financial 
considerations have limited activities mainly to recondi- 
tioning or demolishing unfit properties, and the problem 
of overcrowding has hardly yet been tackled, but a survey 
is being made of overcrowded houses in the villages and 
hamlets. It is considered useless to make a survey of 
overcrowding in cottar houses, since many farm servants, 
irrespective of the size of their families, form a floating 
population. 


CORRESPONDENCE 


Sodium Evipan Anaesthesia 
Sir,—I have read with great interest the paper by Dr 


join issue with the writers. 
margin of safety, which they maintain is a wide one. 
I have now administered evipan on about seventy occa- 
sions, and this short series has taught me that, although 
undoubtedly of great usefulness in selected cases, it should 
not be regarded as a routine substitute for gas or gas- 
oxygen for operations of short duration. The comfort and 
ease of induction appeal most strongly to certain patients, 
and I foresee a very real danger of their demanding evipan 
narcosis for operations such as simple dental extractions, 


where nitrous oxide administered by the nasal route would | 


be the anaesthetic of choice. After all, the mortality from 


gas is negligible, whereas that attributable to evipan | 


already assumes rather alarming proportions. To this list 


lintend to add yet one more. 


An elderly man, complaining of dysphagia, was admitted to | 


the Royal Surrey County Hospital for an oesophagoscopy. 


He was in a very frail and cachectic condition, and had been | 


umble to swallow fluids for some days. Five c.cm. of a 
at once his pulse became thready and finally imperceptible. 
In spite of artificial respiration and the usual resuscitative 
measures he died. Post mortem his stomach was found to be 
solid with carcinoma, which involved the cardiac orifice. 


Admittedly this was an extremely bad risk, but I have | 
had two other cases which caused me much alarm on 


account of their pulse irregularity and deep anaesthesia | 
| v, 105). 


with small doses. Conversely, there have been two 
patients in my _ series who were almost completely 
conscious after the injection of 10 and 15 c.cm. respec- 
tively. One of these was for diathermy of the tongue, 
rendering the subsequent use of ether impossible, and as 
chloroform is contraindicated with evipan the operation 
had to be postponed. Three days later it was performed 
comfortably under gas-oxygen anaesthesia with a little 
chloroform, given by the endotracheal route. 

Dr. Slot and Mr. Galley do not state in their paper 
on how many occasions they have administered evipan. 
But it is a drug of fairly recent introduction, and their 
series cannot total many thousands. Nevertheless they 


report six cases of respiratory failure or spasm (one patieut 


10 per cent. solution of evipan were injected into a vein, and 25th, 1924 (Proceedings, xvii, 55). 


' years ago with the late Mr. E. Michels, F.R.C.S. 


of E. C. Hadley (Clinical Journal, 


died) ; three cases of complete failure of anaesthesia ; two 
cases of inflammation at the site of injection (one leading 
to abscess formation) ; and several cases of muscular 
twitchings, headaches, emotional crises, etc. Surely such 


_ findings must strengthen the opinion that sodium evipan 


G. Slot and Mr. A. H. Galley in your issue of August _ should be used in selected cases only and with great 
4th (p. 201) dealing with sodium evipan anaesthesia. above all, 1 
There is one point, however, upon which I should like to | ute or nitrous oxide or ethyl chloride, the safety and 

This is with regard to its | convenience of which have been proved in thousands of 


operations.—I am, etc., 


Guildford, Aug. 8th. A. BarNSsLEy. 


Thrombosis of the Penis 


Sir,—In his paper in the Journal of August 11th 
(p. 249) Mr. Clifford Morson writes: ‘‘ There are three 
diseases which may lead to clotting of the blood in the 
cavernous spaces. They are malignant disease of the left 
kidney, lymphatic leukaemia, and arteriosclerosis.’’ 

Personally, I can remember having seen only two leuk- 
aemic patients who had, or had had, “‘ persistent 
priapism,’’ and both of them were examples of undoubted 
myeloid, not lymphatic, leukaemia. 

One of these patients was a boy, aged 11 years, demon- 
strated by Dr. Pearse Williams at the Royal Society of 
Medicine (Section for Study of Disease in Children) on April 
The spleen was greatly 
enlarged, and of the 643,000 leucocytes (per c.mm. of blood) 
18 per cent. were myelocytes. The other patient I saw many 
He had 
typical myeloid leukaemia, and during the year preceding the 
one in which I saw him he had suffered from ‘* persistent 
priapism ’’ for eighteen days—until a surgeon incised the 
penis. I referred to this latter case in a discussion (Proceed- 
ings, Royal Society of Medicine, Section of Medicine, 1912, 


I have not had time to look up references to recorded 
cases of persistent. priapism in leukaemia, excepting that 
1915, xliv, 141), 
in a miner aged 27, and that of H. O. Ruh (abstract in 
Lancet, 1913, i, 843) in a painter aged 36; both of 
these were examples of myeloid leukaemia. Mr. Morson 
would apparently prefer to term all such cases ‘‘ pseudo- 
priapism,’’ but I can see no reason (compare, for instance, 
definition in the New Sydenham Society’s Lexicon) why 
they should not be still classed under “ persistent 
priapism ’’ (due to thrombosis).—I am, etc., 


London, W.1, Aug. 11th. F. ParKes WEBER. 
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Asthma in Children 


Sir,—In support of Sir James Dundas-Grant’s moderate 
view of the importance of attention to the nose in asthma 
(Journal, August 4th, p. 231), two cases which have come 
under my care during the last month are good illustra- 
tions. As it happens, both are from London, and have 
been seen by specialists there and elsewhere. 

The first, a young man of 26, asthmatic from childhood 
and with ‘‘ pigeon ’’ chest, has consulted about a dozen 
doctors, who missed the important facts that his right antrum 
was full of curdy pus and his septum so badly deviated as 
to cause mouth-breathing. The sinusitis has probably lastcd 
from childhood. All treatment was hopeless without attention 
to these, especially to the sinusitis, which, however, was 
promoted by the septal obstruction. He is already much 
better. 

The second case is a lady of 53. Her nose is normal and 
needs no attention. But she wears dentures, and has only 
three of her own teeth, grossly septic. Despite this she had 
been given as major treatment a vaccine prepared frona her 
sputum—a comparatively useless measure in most cases, and 
certainly in this one until the teeth are extracted. 


The lesson is that the nose should be examined in all 
asthmatics. In asthmatic children it rarely needs direct 
treatment, as they mostly become perfectly well with 
simple detoxicating measures and attention to hygiene, 
including diet—and this no matter what the history is 
as to allergy and heredity. If, however, they are mouth- 
breathers, this ought to claim early attention—usually 
for tonsils and adenoids—for asthmatic mouth-breathers 
are apt to be difficult to cure—further evidence of the 
importance of the nose in asthma. 

The fact that asthma in animals—cats, dogs, horses, and 
canaries—yields to hygienic treatment without attention 
to the nose supports the view of those who hold that nasal 
treatment is often overdone. My latest case of this sort 
was a badly asthmatic dog—harsh pelt, spasms of cough, 
and dyspnoea when it attempted to walk across the floor, 
and 20 per cent. eosinophils in blood. In a month it was, 
as its owner said, ‘“‘ another dog,’’ with glossy coat, 
lively, and free from respiratory trouble: eosinophils 4 per 
cent. The treatment was the same as for children—diet, 
mercurials, iodide, and belladonna. 

Those who overemphasize heredity and allergy as im- 
portant factors in asthma will find food for reflection 
in such cases in animals. On the other hand, those who 
minimize the nasal factor will find sane and penetrating 
statements on the subject in the writings of Sercer of 
Zagreb and of Hofbauer of Vienna. Finally, those who 
decry the toxic factor will be surprised at the dramatic 
results sometimes obtained in severe and constant asthma 
from the colonic douche as advocated by Dr. A. J. D. 
Cameron—a measure, of course, not needed for children. 
—I am, etc., 


Glasgow, Aug. 6th. James ADAM. 


Increased Mortality from Diabetes 


Sir,—I am much interested in the questions raised 
under the above heading in the Journal of July 28th 
and August 4th, especially as I was on the point of 
writing to the Journal commenting on the very notice- 
able increase in cases of this disease coming under my own 
observation. 

Within the last few years, in a small scattered com- 
munity, eight cases (excluding a young woman of 23 who 
died three years ago) have been diagnosed, only one ot 
these being under 40 years of age. The oldest patient is 


65. The cases are equally divided as to sex. So used 
have people become to what was hitherto very rare that 
the layman gossips casually of how many units of insulin 
So-and-so requires daily as compared with Mrs. X. The 


patients’ occupations are as follows: ex-service man 1, 
indoor worker 1 (aged 29), ex-hotel worker and farmer 1, 
estate worker 1, and housewives 4. All save two are on 
insulin ; the remainder maintain fair health on diet. In 
striving to find a common factor in the lives of these 
people one characteristic stands out—they are all 
possessed of unusual energy, quick, restless, nervous 
people who are always doing things. They are not 
exposed to any undue strains, and there is certainly 
sufficient quiet and absence of rush in their surroundings, 
The women all have grown-up families (from one to four 
in number). None of them (the women) smoke, nor have 
they been excessively keen on sweetstuff. 

Some time ago I read of an American surgeon who had 
derived excellent results in diabetes by damping down 
the action of the adrenals and pituitary body by means 
of x rays. It seems to me a fairly reasonable explanation 
that there is an increased hormonic excitability—of tha 
adrenals particularly—which manifests itself in the restless 
energy of these cases, and that this excessive secretion 
swamps and exhausts the pancreas. Why this should 
occur is, of course, the problem. Exhaustion and strain 
are so much the portion of many people that there must 
be some other factor, probably toxic in origin, awaiting 
discovery. One world-wide toxin we do have in the 
epidemics of influenza which visit us in varying forms 
but with unfailing regularity every spring. It penetrates 
to the most remote hamlet, and the great majority suc 
cumb at some time or another. It is quite possible that 
these recurrent illnesses in susceptible individuals may 
exercise a selective toxic effect on the pancreatic island 
tissue. 

I feel that there is a long slow mounting of the patho- 
logical condition which ends in the diabetic state, and 
that if we could recognize this in time the disease itself 
might be averted. There is always a vague history of 
long-standing absence of well-being, sometimes of some 
years’ duration, not sufficient in itself to cause the 
patients to seek medical advice until the onset of the 
graver and characteristic symptoms. I await with great 
interest further observation and discussion on this subject. 
—I am, etc., 


Fiora L. MacDonatp, M.B., Ch.B. 
Aros, Isle of Mull, Aug. 6th. 


Injection Treatment of Complete Rectal Prolapse 


Srr,—I should like to support Mr. Arthur S. Morley 
in his plea for a wider recognition of the method of 
treating prolapse of the rectum by injection (Journal, 
August 4th, p. 204). I would also recommend that its 
efficacy be invariably tested before resort is had to more 
serious operative procedures. I first learned of the method 
in 1919, from the late Professor D’Espine of Geneva, where 
it had evidently been in common use for many years. 
Since then I have had the opportunity of treating many 
cases in childhood, and comparatively seldom have I 
known it to fail. Although the principles of the operation 
employed. by Mr. Morley and that recommended by Pro- 
fessor D’Espine are the same—namely, the introduction 
of an irritant into the perirectal tissues, so that adhesions 
are set up with an anchoring of the bowel—the nature 
of the fluid introduced and the route of injection are 
different. Mr. Morley employs carbolic acid in almond 
oil, and apparently injects through the rectal mucosa. 
Professor D’Espine recommended absolute alcohol, and 
injected it into the perirectal tissues via the perineum. 

I have previously published the technique employed 
and the results obtained (Brit. Journ, Child. Dis., 1921, 
xviii, 83; Lancet, 1923, i, 76; The Clinical Study and 
Treatment of Sick Children, 1934, p. 141). The following 
is a description of the operation from the last source. 
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“In order to avoid all straining the operation must be 
performed under full anaesthesia, and it is advisable to 
empty the lower bowel by means of an enema. The prolapse, 
if down, is reduced and the perineum washed and sterilized 
with iodine. With the finger in the rectum to act as 1 
guide, 1.5 c.cm. of absolute alcohol are then introduced on each 
side into the perirectal tissues at a depth of two to two and 
a half inches. An ordinary exploring syringe is employed, the 
needle being inserted on each side about a quarter of an inch 
from the anal margin. The needle punctures are sealed with 
collodion, a pad placed in the perineum and kept in position 
by strapping the buttocks firmly together. Instructions are 
given that the child must move the bowels only while in the 
recumbent position, the faecal matter escaping by the side 
of the dressing. The pad and strapping are reapplied daily 
for a weck ; by this time it has been found, as a rule, quite 
safe to discard all appliances. Occasionally the operation has 
to be repeated once, or it may be twice. There would seem 
to be no danger with this procedure, as untoward after- 
effects have never been observed.’’ 


am, étc., 


London, W.1, Aug. 6th. LEONARD FINDLAY. 


Sir,—I was much interested in Mr. Morley’s treatment 
of rectal prolapse (Journa’, August 4th, p. 204), as for 
several years I have treated these cases by a combination 
of a similar method, which I once saw described in Annals 
of Surgery, with another which I saw described somewhere 
else. Though it is difficult to assess final results with 
Indian patients—who find little sense in seeing the doctor 
again if he has cured them, and still less if he has not— 
the method seems to have been successful. 

One c.cm. of rectified spirit is injected submucosally at 
each of four points (3, 6, 9, and 12 o'clock) round the 
anus at a depth of 1} to 2 inches from the anal skin, the 
depth being proportionately less in a child. <A silkworm- 
gut suture, with a large curved needle on each end, is now 
taken, and the rectum slung to the coccyx by a stitch 
passed on each side from within the rectum and out 
through the skin on each side of the coccyx, over which 
it is tied. The stitch is passed about two inches above 
the anus, and is left in place for about ten days. It holds 
up the rectum while adhesions are forming, and if any 
sepsis occurs round the stitch the resulting fibrosis is a 
help.—I am, etc., 

H. WILiiamson, 

Major I.M.S. 


Dorchester, Aug. 7th. 


Srr,—Concerning Mr. A. S. Morley’s valuable paper in 
the Journal of August 4th on the above subject, I was 
interested in his remark that many writers have stated 
“that cases of haemorrhoids with marked prolapse are 
unsuitable for any treatment short of operation except 
as palliative.”’ 

In common with other physicians engaged in electro- 
therapy, I can vouch for the value of interrupted 
faradism with a sausage-shaped metal electrode, com- 
bined with rectal high-frequency, as advocated by my 
father, the late Dr. Samuel Sloan, a quarter of a 
century ago. For masses of protruding haemorrhoids 
ionization is a most reliable and satisfactory treatment. 
A zine electrode is dipped into a 10 per cent. solution 
of sulphuric acid, immersed in mercury, and afterwards 
in water. The haemorrhoids are cleansed and treated with 
a solution of cocaine. The zine electrode is attached to 
the positive pole, and the negative plate can be attached 
to the leg. A current of 6 or 8 milliamperes for six to 
eight minutes is applied to the pile, which should give no 
further trouble. Other haemorrhoids can be similarly 


treated every five or six days. Haemorrhoids recur after 
operation and after injections—or new ones appear. I 
have recently had a case of an old lady of 77 years whom 
I treated five years ago for prolapse and a mass of external 


haemorrhoids. She had no pain or discomfort until a few 
weeks ago. Three or four treatments ought to ensure 
comfort for the rest ot her life.—I am, etc., 


ELIZABETH SLOAN CHESSER, M.D. 
London, W.1, Aug. 8th. 


Complete Prolapse of the Rectum 


Sir,—I sympathize with Mr. A. S. Morley (August 4th, 
p. 204) in holding that the standard procedures in the 
treatment of this condition are far from satisfactory ; nor 
do I feel that his method of injection will advance matters 
much. In India we see very many more of these cases— 
advanced cases—than are seen in Europe. In my early 
days I was orthodox, and very soon became gravely dis- 
satisfied with orthodoxy on this question. 


One morning, after returning a prolapse of six or eight 
inches, I observed that the rectum was a real rectum—that is, 
that the bend of the ampulla and anus were there no longer 
and that I could shove my fist up the opening in the breach. 
It was at once evident to me that the proximal cause of the 
condition was rupture of the posterior half of the perineum— 
that is, from the central point to the ano-rectal wall, and 
that there was no longer a floor of the pelvis for the ampulla 
of the rectum to rest upon, as in health. I thereupon incised 
from the central point of the perineum back to the anal 
margin, from which point I incised backwards around each 
side of the anus, well back, and dissected up to expose the 
levator ani, pushing the rectum well back out of the way. 
The floor of the pelvis was split forwards. (There is no 
laceration of the skin in these cases.) With a large curved 
needle threaded with silkworm-gut I entered through the skin, 
lifted the lateral connective tissue and the two borders of the 
levator ani muscle on it, and came down and out, lifting the 
connective tissue and skin on it. I inserted a sufficient num- 
ber of such stitches to make the repair of the floor sound, and 
finished up with a few skin stitches, in all reducing the outlet 
so that it was rather smaller than in health. 


The result was so good that I followed it in all other 
cases. I am convinced that the procedure is just as 
sound as is the repair of the ruptured perineum in the 
female. And why should it not be? They are both dealing 
with the causation, whereas the standard procedures in 
rectal cases do not. These cases of prolapse of the 
rectum are always cases of a ruptured perineum. i 
apologize to the orthodox.—I am, etc., 

HENRY SMITH, 


Sidcup, Aug. 6th. Lieut.-Colonel 1.M.S. (ret.). 


Thrombosis of Internal Saphenous Vein 


Srr,—I have read with interest the letters of Dr. 
Stanley Parkinson (Journal, July 28th, p. 183) and Mr. 
A. Dickson Wright (ibid., August 4th, p. 232) on treat- 
ment of thrombi of the internal saphenous vein. A few 
years ago I suffered from thrombus of this vein at the 
left knee. There was much swelling and oedema of the leg. 
A surgeon suggested rest ; I asked him to remove the 
thrombus by ligature; he refused. I was confined to bed for 
over seven weeks. Then again, a few months ago I had 
a sudden pain in the calf of the same leg, and as the pain 
and hardness did not disappear in a few days I showed 
it to a distinguished surgeon. He told me to rest it and 
come to see him in three days. Under a local anaesthetic, 
he removed a large thrombus and ligatured the vein. 
The operation took about ten minutes. The surgeon told 
me to rest the leg and to get a locumtenent for a fort- 
night at least. I disobeyed his instructions, and carried 
on my work as usual, and had no trouble and no pain. 

I thoroughly agree with the letters written that it is 
bad treatment to wait for a thrombus to disappear by 
rest, and that the ambulatory treatment after removal is 


| 

| | 
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the best. The objection I have to Mr. Wright’s treat- 
ment by bandaging is that you may not get rid of the 
varix. The vein may remain patent. In removal and 
ligature you get rid of the varix and prevent recurrence. 


—I am, etc., 


J. P. Dee, M.D., 


Walton-on-the-Naze, Aug. 8th. 


Treatment of Phlebitis 


Srr,—In reference to the recent correspondence on 
thrombosis of the internal saphenous vein, may I say 
that for several years I have been treating phlebitis of 
the superficial veins of the lower extremities by bandaging, 
and advising the patients to ‘‘ keep about.’’ An elasto- 
plast bandage is applied from the toes to well above the 
upper limit of the phlebitis. All cases have been suc- 
cessful ; the pain is quickly relieved, the patient's occup2- 
tion is not interfered with, ‘and so far there has been no 
instance of embolus. A doctor whom I treated in this 
way not only carried on with his practice, but actually 
played golf while under treatment. I think the above 
method is a great advance on the usual one of rest in bed 
with local applications.—I am, etc., 


London, W.1, Aug. 11th. J. D. P. McLatcute, M.D. 


Action of Ultra-short Waves on Tumours 


Sir,—At the International Conference of Radiology held 
recently at Zurich Dr. Reiter has reported that the ultra- 
short high-frequency waves of 3.4 metres have a specific 
action cn tumours growing in experimental animals. The 
claims and observations he has described may be sum- 
marized as follows: 

1. The ultra-short waves of 3.4 metres arrest and destroy 
the growth of the Jensen rat sarcoma tumour as tested im vivo. 

2. A weak dose of ultra-short waves of 3.4 metres, applied 
to a growing carcinoma in mice, renders such tumours more 
sensitive to the lethal action of gamma rays of radium irra- 
diated in vitro. 

3. If a weak dose of ultra-short waves of 3.4 metres is 
applied to a small Jensen rat sarcoma tumour growing jn 
living rats, the tumour is made more sensitive to the action 
of a weak dose of gamma rays of radium, and the growth of 
the tumour is arrested. 


I do not agree with these observations. While Dr. 
Reiter has continued his work in this country at the 
laboratory of the St. John Clinic and Institute of Physical 
Medicine I have closely followed his experiments, for I 
have supplied him with rats and inoculated growing 
tumours, and also carried out biopsy and_ histological 
examination of the animals. During his experiments over 
GO per cent. of the rats have died as the result of necrosis 
of normal tissues and sloughing of tumour, or as a result 
of secondary bacterial infection following ulceration and 
suppuration of the tissues. If the exposure to the ultra- 
short waves is sufficient to cause heating and necrosis of 
the normal tissues the tumour will also be damaged, and 
similarly undergo necrosis. This effect is in no way 
specific to any special wave-length, and the same effect 
can be produced by longer wave-length—4.5 metres—pro- 
vided that the intensity and dosage is adequate. The 
same results can be obtained with the ordinary diathermy 
currents of 300 metres, as has been previously proved by 
Westermark. If the site irradiated is thoroughly ccoled, 
so that there is no local heating, and consequently no 
inflammatory damage to blood vessels or normal tissues, 
the Jensen rat sarcoma tumours will all grow in the normal 
way. The exposure to ultra-short waves causes a local 
hyperaemia, and stronger dosage produces inflammation 
and necrosis of the skin, followed by secondary infection 
and sloughing. The effects may penetrate through the 


abdominal wall to the peritoneum or pleura, and areas of 
necrosis of the edge of the lobe of the liver, the kidney, 
and isolated areas of haemorrhage and necrosis of the 
intestines and duodenum are seen. The animals are 
collapsed and gravely ill following irradiation, and the 
majority die as the result of toxaemia or secondary 
bacterial infection following the tissue necrosis. 

If it is true that ultra-short waves of 3.4 metres are 
specific in their destructive action on tumour cells the 
superaddition of gamma rays is surely unnecessary. The 
action of ultra-short waves is similar to other agents which 
damage the metabolism of cells. In this way, as Cramer 
and Crabtree have shown, the action of gamma rays of 
radium may be augmented and increased when tumours 
treated with ultra-short waves are irradiated in vitro. 
However, so far as I know, the effects of ultra-short waves 
of longer or shorter wave-length than 3.4 metres have not 
been tested, so that the claim for any specific action of 
this wave-length remains unproven. Regarding the ex- 
periments with gamma rays carried out in vivo, it is 
possible that the hyperaemia produced may render experi- 
mental tumours more sensitive to the action of gamma 
rays. This fact has already been demonstrated by other 
means by Mottram and myself. It is, however, very 
premature to suggest that there is any scientific evidence 
to support the fact that the wave-length of 3.4 metres 
has any specific action on tumour cells. All the ultra- 
short waves appear to act in the same way as the 
diathermic currents of longer wave-length, and cause 
heating of the tissues. This view is supported by the 
researches of R. V. Christie and A. L. Loomis, and by 
Schereschewsky, who fully studied the effects of these 
wave-lengths on growing tumour cells.—I am, ete., 


London, W.1, Aug. 12th. ALBERT EIDINOW. 


The Swab in Diphtheria Diagnosis 


Sir,—One fears that Dr. James (Journal, August 4th, 
p. 230) cries in the wilderness. The practice of swabbing 
throats of patients seriously ill with diphtheria, instead 
of their immediate admission to hospital being secured 
on clinical grounds, has long continued to be the despair 
of physicians engaged in preventive medicine. Dr. James’s 
suggestion that the opinion of one familiar with the disease 
should be available was also made by Dr. R. A. O’Brien 
(Public Health, August, 1934, p. 357), who, in a dis- 
cussion on the control of the common infectious diseases, 
urged the appointment of ‘‘ area diphtheria specialists,” 
who would be at the disposal of practitioners to advise 
in diagnosis. Superintendents and medical officers of 
isolation hospitals are undoubtedly able to perform such 
a function, and it is to be regretted that their services 
are not in much greater demand in the areas which 
surround their hospitals.—I am, etc., 


East Ham, Aug. 11th. JAMES CRAWFORD, 


Sir,—Does Dr. James seriously advise that the policy 
of swabbing sore throats should be abandoned? It is 
surely common knowledge that diphtheria may be, indeed 
often is, spread by carriers,’’ whose throats defy 
diagnosis clinically even by those most tamiliar with the 
diphtheritic throat.”” In my experience the disease 
does not always follow the textbook laws of signs and 
symptoms. 

I suggest, therefore, that every sore throat is a ‘‘ doubt- 
ful case’ but that many do not require the expense 
and trouble of hospital observation or antitoxin, unless 
swabbing confirms their infection or infectivity. I do not 
wish to contend that swabbing is necessary in Cases pre- 
senting the typical diphtheritic throat—it is the contacts 
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who then require swabbing ; but any policy not involving 
the free use of the swab is scientific heresy indeed. On 
the assumption, then, that prevention is better than 
cure, my advice to family doctors is to continue to 
swab not only doubtful cases, but also all contacts, and 
give large doses of antitoxin only to those typical cases, 
familiarity with which it surely did not take long in 
general practice to acquire.—I am, etc., 

Greenford, Middlesex, Aug. 10th. ALISTAIR R. FRENCH. 


Stx,—One question in the letter (Journal, August 4th, 
p. 230) under the above heading is most opportune. I 
would even go further and say that, if one is sufficiently 
impressed by the state of a doubtful case to take a swab, 
one should inject antitoxin at once. The time lost in 
waiting for the result of the swab examination, especially 
after culture, can be, and sometimes is, fatal.—I am, ete., 


Jersey, Aug. 7th. Preston R. WALLIs. 


Occupational Therapy 


$ir,—I was much interested in Dr. A. S, Brock’s 
comments on this subject (Journal, August 4th, p. 231). 
He states that it is not a new idea, it does not require 
a psychological specialist to study it, and that he referred 
to it in the British Medical Journal in 1910. 

In a book which I hope will soon be published I mention 
it. When I became medical officer of Bradfield College 
in 1899, and started a country practice in the neighbour- 
hood, I found that when a patient was on his “ club ”’ 
he was not allowed to do any work whatever, not even 
to draw water from the well in his own garden. I at 
once saw the necessity of getting rid of that trouble, and 
ordered my farm labourer convalescents to do two hours’ 
work a day in their gardens. Also I saw at once the 
necessity of getting the boys some occupation when they 
were convalescing from measles and other complaints. 
That was one of the reasons why I started the Natural 
History Society there in 1899, and I am glad to know 
it is still going strong.—I am, etc., 


London, W.10, Aug. 4th. Norman H. Joy. 


Universities and Colleges 
UNIVERSITY OF OXFORD 


At a congregation held on August 4th the degree of B.M. was 
conferred on W. F. Fawcett. 


UNIVERSITY OF CAMBRIDGE 


At a congregation held on August 4th the following medical 
degrees were conferred: 

M.D.—C. G. H. Campbell, J. K. Monro, W. G. Oakley, B. C. 
Tate, K. H. Uttley, J. M. Graham, A. W. Langford. 

M.B., B.Cuir.—J. D. Fergusson, W. H. Lewis, K. Robson, 
A. Kekwick, A. C. Rumsey. 
M.B.—P. T. Cooper, C. M. Carr. 
B.Cuir.—*R. C. F. Catterall, *A. H. Dunkerley, *M. K. Martyn, 
C. J. Martin, W. A. Elliott, M. W. L. Owen, T. A. Ratcliffe, 
A. M. Barrett, J. R. Chambers, J. G. Connell, T. B. L. Bryan, 
J. 
E 


* 


” Edwards, R. E. K. Levick, C. G. Pantin, R. J. Still, 
. M. Halsted, L. A. Hawkins, J. P. S. Peck. 
* By proxy. 


i 


UNIVERSITY OF LONDON 
The following have been recognized as teachers of the subjects 
indicated in parentheses, and have been assigned to the 
Faculty of Medicine: Mr. J. H. Deggart (Ophthalmology) and 
Dr. G. W. Mitchell (Radiology), St. George’s Hospital Medical 
School; Mr. M. L. Hine (Ophthalmology), Charing Cross 
Hospital Medical School. Probationary recognition as a 


teacher of bacteriology at the London (Roval Free Hospital) 
School of Medicine for Women, for a period of two years 
from July, 1934, has been granted to Mrs. Joan Taylor, 
M.B., B.S. 

The Senate on July 18th resolved that University Reader- 
ships in Medicine, Surgery, Obstetrics and Gynaecology, 


Pathological Chemistry, and Bacteriology, tenable at the 
British Post-Graduate Medical School, be instituted in accord- 
ance with the regulations on university titles (Calendar, 
1933-4, pp. 235-46). 

The following grants were made out of the Thomas Smythe 
Hughes Medical Research Fund and the Beaverbrook Fund 
for 1934-5 for researches to be carried out at the college or 
institution indicated in parentheses: 


To Dr. R. C. Lightwood, the sum of £50 for apparatus, materials, 
and for histological and microphotographic expenses, for the con- 
tinuation of haematological and pathological investigations concern- 
ing haemolytic anaemias in children, and the effects of erythrocyte 
stroma administration in dyshaematopoietic anaemias. (Research 
Department, Hospital for Sick Children.) 

To Mr. T. W. Mimpriss, the sum of £34 for glass electrode 
apparatus, animals, etc., for an investigation into the relation of the 
growth of bacteria in the intestine to the hydrogen-ion concentra- 
tion of the intestinal contents, in cases of obstruction in dogs. 
(St. Thomas’s Hospital Medical School.) 

The Ph.D. Degree in Anatomy has been conferred on A. A. 
Abbie (University College), and the Ph.D. Degree in Bacterio- 
logy on D. W. W. Henderson (Lister Institute of Preventive 
Medicine). 

The regulations for exemption to students from other univer- 
sities (Red Book, 1933-4, pp. 234-7) were deleted, and the 
following substituted therefor: 


Exemption from courses of study for the First Examination for 
Medical Degrees and for the Second Examination for Medical 
Degrees, Parts I and H, in whole or in part, may be granted to 
students of other universities. All applications, which must be 
submitted on a form to be obtained from the Academic Registrar, 
will be considered on their merits. 

Exemption from the First Examination for Medical Degrees and 
from the Second Examination for Medical Degrees, Part I, in whole 
or in part, may be granted to students who have passed all the 
examinations for a Science Degree of another university and to 
other applicants in exceptional circumstances only. All applica- 
tions, which must be submitted on a form to be obtained from the 
Academic Registrar, will be considered on their merits. 

The regulations relating to the award of a University Medal 
at the M.D. Examination (Red Book, 1933-4, p. 227; Blue 
Book, September, 1933, p. 273) and the M.S. Examination 
(Red Book, 1933-4, p. 232; Blue Book, September, 1933, 
p. 278), as amended in October, 1933 (London University 
Gazette, November 8th, 1933, p. 20), were further amended by 
the addition of the following words: 

‘‘or he may receive a replica of the Medal in bronze, and books to 
the value of the balance of the £20, selected by him and approved 
by the University.” 

It was resolved that the regulations relating to (a) the 
External Teacher's Diploma (Blue Book, September, 1933, 
p. 172), (6) the External Diploma in Public Health (Blue 
Book, September, 1933, p. 311), and (c) the External Diploma 
in Clinical Pathology (Blue Book, September, 1933, p. 323), 
be amended by the insertion after the word ‘‘ Diploma ”’ in 
the first sentence of each of these regulations of the words 
‘of post-graduate standing.’’ 

Dr. F. D. Turner has been appointed governor of the 
Colchester Royal Grammar School. 

Dr. L. W. Hackett, Assistant Director of the International 
Health Division of the Rockefeller Foundation, has been 
appointed Heath Clark Lecturer for 1934, the lecture to be 
given in December. 

The Diploma in Public Administration has been conferred 
on Dr. W. E. Roper Saunders. 


Lonpon INTER-COLLEGIATE SCHOLARSHIPS BOARD 


The following awards of Medical Entrance Scholarships 
and Exhibitions have been made on the results of the 
Board’s examinations: 

King’s College 

Warneford Scholarships : R. G. Evans (Bootham School, 
York) ; J. L. Lawrence (Sir Walter St. John’s School, Batter- 
sea). Sambrooke Scholarship: G. T. E. Jenkins (Harrow 
County School). 


King’s College Hospital Medical School 
Science Scholarship : R. P. Crick (Latymer Upper School, 
Hammersmith). 
London Hospital Medical College 
Price Scholarship : D. A. Miln (Alleyn’s School, Dulwich). 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


On August 2nd licences to practise (additional to those 
granted on July 26th) were conferred on five candidates, whose 
names were printed at the end of the report of the meeting of 
the Royal College of Surgeons of England, in our issue of 
August 11th (p. 288). 
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ROBERT LAWS, C.M.G., M.D., D.D., LL.D. 


With the death, on August 6th in a London nursing home, 
of the Rev. Dr. Robert Laws—doctor, missionary, and 
statesman—is severed an almost distinct link with David 
Livingstone, but although the life-work of these two 
Scotsmen was centred in Africa they never actually met. 

Laws was born in Aberdeen in 1851, the son of a 
cabinet-maker, and soon came under missionary influence. 
Paying his college fees with the money earned by his 
hands, he took the M.A. and M.D. at the University, 
and went to Edinburgh to attend the United Presbyterian 
Theological College, where he completed his course in 1874, 
the year Livingstone was 
buried in Westminster Abbey. 
He at once offered for service 
in the mission field in Africa, 
but, like Livingstone, he had 
to wait before his opportunity 
arose. During this inter- 
regnum he joined the Glasgow 
City Mission and acted as resi- 
dent physician at the small- 
pox hospital. In 1875 his 
chance came, when at the age 
of 24 he was chosen with 
seven others to go to Nyasa- 
land and found the Living- 
stonia Mission of the United 
Presbyterian Church. After 
navigating the Zambesi River in the steamboat which 
they had brought with them in sections from Scotland, 
the mission made its first station at Cape Maclear, at the 
southern end of Lake Nyasa, first reached by Livingstone 
sixteen years before. On the borders of this lake Laws 
spent most of his life, and for fifty-two years he was the 
moving spirit and head of the Livingstonia Mission. 

Though he put the preaching of the Gospel before 
everything else, Laws found that his versatility and 
immense energy could also be directed into other channels. 
His knowledge of carpentry and building was of great 
use, as was his familiarity with medicine ; he was the first 
man to administer chloroform in inner Africa, and the 
first to introduce coinage into Nyasaland. He was, more- 
over, a great advocate of education, industrial and literary. 
Immensely patient, the foundation of his success with the 
natives was systematic and thorough training, whether 
a man was to become a carpenter or a clerk—he was 
always content to wait for results. The first convert 
came after five years of hard work, and a year later the 
mission moved to the more central position on the western 
shore of the lake. It was at this time that Laws’s 
activities were particularly directed towards grappling 
with the problem of the slave trade. It has been esti- 
mated that some 40,000 slaves were annually ferried 
across the lake on their journey to the coast, and the 
lives of those in the settlement were always in great 
danger from marauding Arabs as well as from the climate. 
The mission, however, prospered and extended westwards, 
until it now has 803 schools, with over 1,500 teachers 
and 44,000 pupils ; there are also twelve hospitals and 
dispensaries registering 80,000 attendances a year. In- 
dustrial training has been provided for the natives in 
carpentry, ironwork, agriculture, milling, electrical 
engineering, forestry, and numerous other trades. 

In 1879 Dr. Laws married Margaret Troup Gray, with 
whom he had been associated in his early training, and 
who laboured with him in Africa for forty-two years. 


OBITUARY 


f Tre Britisa 
MEDICAL JOURNAL 


In 1908 Dr. Laws’s missionary work was recognized by 
his being clected to the Moderatorship of the United Free 
Church of Scotland, the highest honour that this Church 
can bestow. The Great War caused an interruption in 
the mission work, which afterwards spread across Lake 
Nyasa into what had previously been German East Africa, 
In 1923 the C.M.G. was conferred upon him, and he also 
received the honorary degree of LL.D. from Aberdeen 
University. In the spring of the present year he pub- 
lished Reminiscences of Livingstonia, which contains an 
illuminating account of the characteristics, beliefs, and 
superstitions of the people in East Africa, as well as a 
valuable description of the flora, fauna, and physical 
characteristics of the country. other publications 
include a translation of the New Testament into Nyanja, 
an English-Nyanja dictionary, and various school books 
in the latter language and in Tonga. 

Dr. Laws was a great pioneer of Empire, and in the 
widest sense of the word a great doctor ; his strong 
character and broad sympathies stood him in good stead, 
and his life’s work was done for love of humanity at large. 


(Photograph by Far and Near Press Bureau. ] 


WILLIAM EDWARD COLLINS, C.M.G., M.B.Lonp. 

Consulting Surgeon, Wellington Hospital, New Zealand 
We regret to record the death, on August 11th, of Colonel 
the Hon. W. E. Collins at his home in New Zealand, 
where he had reached high rank as a surgeon and a 
legislator, been a pioneer worker for the Red Cross 
Society, and rendered valuable services to the British 
Medical Association. 

Born in 1853 at Monghyr, India, the son of the late 
Dr. J. G. Collins, I.M.S., he received his education at 
Cheltenham and St. George’s Hospital. In 1876 he 
obtained the diploma M.R.C.S., and in the following year 
graduated M.B.London. He played for England in five 
Rugby internationals between 1874 and 1876. In 1878 
he went out to New Zealand and commenced general 
practice, specializing in surgery ; two years later he 
joined the New Zealand Forces. The institution of the 
Volunteer Bearer Corps was in considerable degree due 
to his initiative. By 1896 he had reached the rank of 
surgeon colonel. For thirty years he was surgeon to the 
Wellington Hospital, and for many subsequent years con- 
sulting surgeon. Since 1904 he had been a member of 
the senate of the University of New Zealand, and was its 
examiner in surgery for three years. In 1914 he was 
chairman of the special committee on syphilis set ‘up 
by the Australasian Medical Congress. He had been a 
member of the Legislative Council of New Zealand since 
1907. Volunteering for service on the outbreak of the 
last war, he was placed in command of the hospital ship 
Maheno on her first voyage in 1915. He later commanded 
the hospital ship Mavama on two commissions, and did not 
go on the retired list until 1920. He became president of 
the New Zealand Pensions Board, being awarded the 
C.M.G. in 1917. 

An outstanding interest of his later life was the work 
of the Red Cross Society. He devoted many years of 
strenuous work to it, and contributed generously to its 
financial support. In recognition of his work he was 
elected in 1932 the first honorary life member of the New 
Zealand Red Cross Society. He joined the British Medical 
Association in 1888, and from 1901 to 1998 he was chair- 
man of the council of the New Zealand Branch. On two 
occasions, in 1904 and 1916, he was president, and was 
elected an honorary member of the Branch in 1930. 
Physically strong above the average, he was a keen athlete 
and an enthusiastic supporter of various sports. Indefatig- 
able and resourceful, he attained eminence in several walks 
of life simultaneously, his unusual breadth of outlook 
and capacity for co-operating with others fitting him well 
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for the high administrative positions he attained. He 
played a great pioneer part in New Zealand during its 
time of rapid but well-founded expansion, and leaves 
behind him a treasured memory. 


SIR WILLIAM DONOVAN 
Major-General R.A.M.C.(ret.) 

We regret to record the death in London, on July 31st, 
of Major-General Sir William Donovan, K.C.B., late 
R.A.M.C., at the age of 83. Sir William was born at 
Killarney in 1850, the son of the late Staff Surgeon James 
Donovan, R.N., was educated at Fermoy College aad 
Trinity College, Dublin, and took the L.R.C.P.I. and 
L.M., L.R.C.S.I. in 1871. He entered the Army as 
assistant surgeon in 1872, and became colonel in 1901 
and surgeon general in 1904, retiring in 1909. 

Sir William had a long record of war service. He 
obtained the medal during the Afghan War of 1879-80 ; 
he was in the Boer War in 1881, and took part in the 
Chitral Relief Force on the North-West Frontier in 1895, 
being mentioned in dispatches and obtaining the medal 
with clasp. In the South African War, 1899-1902, he 
acted as P.M.O. to the Cavalry Division, taking part in 
operations in the Transvaal, the Orange River Colony, 
and Cape Colony, including the relief of Kimberley and 
the actions of Paardeberg, Poplar Grove, Dreifontein, 
Karee Siding, Zand River, Johannesburg, Pretoria, 
Diamond Hill, Riet Viel, Belfast, and Colesberg. He 
was mentioned in dispatches in 1901 (Queen’s medal with 
six clasps, King’s medal with two clasps, and C.B.). Sir 
William was again P.M.O. in South Africa from 1905 to 
1908, and in the Northern Command from 1908 to 1969. 

In the Great War he served as D.D.M.S. of Embarkatien 
at Southampton, during the tenure of which office he 
had to handle all the sick and wounded men who arrived 
at that port. It was his duty to allocate and dispatch 
them to the various hospitals having available beds, 
having to make up his ambulance trains from the reports 
received. During the battle of the Somme in 1916 he 
dispatched as many as 165 trains in seven days, which 
gives some idea of the pressure of work to which he was 
subjected. A contemporary describes him at this time as 
showing ‘“‘ an energy and a capacity beyond praise.’’ 

He received the K.C.B. in 1917, and also the rank of 
Commander of the Crown of Belgium. He was twice 
married, in 1909 to Anne, widow of the late Hopewell 
Morrell, who died in 1925, and later, in 1931, to Annie 
Becher, daughter of the late R. W. de la Cour, barrister- 
at-law. A requiem mass was celebrated at Holy Trinity 
Church, Brook Green, on August 8rd, and the burial 
took place at St. Mary’s Cemetery, Kensal Green. 


WILLIAM MACDONALD, M.D. 


On August 3rd the town of Swansea and its neighbour- 
hood suffered a great loss through the untimely death of 
Dr. William Macdonald, at the age of 55 years. 

A native of Inverness, Dr. Macdonald graduated M.B., 
Ch.B. at Edinburgh University in 1909, and proceeded to 
his doctorate in 1913. His early appointments were as 
house-surgeon to the Queen’s Hospital for Children, 
Hackney Road, and as_ resident medical officer to 
Queen Charlotte’s Hospital. Early in 1914 he commenced 
practice in Swansea, and soon obtained a wide circle of 
patients, who also became his friends. Soon after the 
outbreak of war he joined the Forces, and served as a 
captain in the R.A.M.C. until the cessation of hostilities. 
On his return he was appointed to the medical staff of 
the Swansea General Hospital, and later he was made an 
honorary physician. His hospital patients were devoted 


to him, and his energy and painstaking methods always 
won the admiration of his house-physicians. His death 
has interrupted a most efficient term of office as chairman 
of the hospital staff. Always a keen member of the 
British Medical Association, he made a most dignified and 
capable chairman of the Swansea Division three years ago. 
Socially he was deservedly popular, for, besides possessing 
a most engaging personality, he was a sound golfer and 
played an expert game of bridge. During the past twelve 
months his health had steadily failed, and those of us who 
realized that his condition was hopeless marvelled at his 
refusal to accept the inevitable, and at his remarkable 
attempts, even until a fortnight ago, to carry out both his 
hospital and his private work. He leaves a widow and 
two young children, for whom his colleagues and friends 
feci the sincerest sympathy. 


Dr. Constant Gustav LoGaN Daune, who died on July 
28th, was born in 1866, the son of Captain F. W. Dahne 
and Mrs. Dahne of Clasemont, Morriston, Glamorganshire. 
His father was of Danish descent, and his mother came 
from an old Stirling family which had settled in Wales. 
Dr. Dahne was educated at Bishop Gower’s Grammar 
School, matriculated at London University, and did his 
medical training at St. Bartholomew's Hospital, obtaining 
the L.S.A. in 1897. In his younger days he was a keen 
athlete, being a good boxer and Rugby football player, 
and a fine rider. Later in life he took up shooting and 
became no mean exponent of the art. He had practised 
at Pontardawe, near Swansea, for over thirty-three years, 
and was greatly respected there, both for his medical skill 
and his kind nature. He is survived by a widow and son. 


Dr. Sipney BERNSTEIN, who died on June 30th, 
after a short illness, was born in Johannesburg in 1903. 
He was educated at King Edward VII School, Johan- 
nesburg, and afterwards entered University College, 
London, where he was awarded the Fellowes Gold Medal 
in 1925. He took his M.R.C.S., L.R.C.P. in 1926, later 
holding the posts of house-surgeon, registrar, and first 
assistant to the ear, nose, and throat department at that 
hospital. He was also house-surgeon and assistant regis- 
trar to the Central London Throat, Nose and Ear Hos- 
pital, and house-surgeon and casualty officer at the Royal 
Northern. At the time of his death he was surgeon to the 
ear, nose, and throat department, Gloucestershire Royal 
Infirmary, surgeon to the Gloucester County Mental 
Hospital, Gloucestershire Joint Tuberculosis Hospital, 
Gloucestershire Fever Hospital, Lydney District Hospital, 
and Gloucester District Nurses’ Society. Dr. Bernstein 
was a member of the British Medical Association, in which 
he took a keen interest, a Fellow of the Royal Scciety of 
Medicine, and a member of the otology and laryngology 
section, on which council he had just been elected. He 
came to Gloucester in October, 1929, on the death of Mr. 
Smurthwaite, and by hard work built up the present ear, 
nose, and throat department in the new buildings of the 
Infirmary, which buildings owe so much to his valuable 
advice and foresight. He was a very hard worker, and 
this probably had much to do with his early death. He 
was a loyal colleague, loved by his fellow practitioners, 
and listened to with interest. He endeared himself to 
doctors and patients alike by his personality, charm, and 
kindness. He leaves a widow, to whom we offer our 
deepest sympathy. 


The following well-known foreign medical men have | 
recently died: Dr. CLEMENT CLEVELAND of New York, 
past president of the American Gynaecological Association 
and of the New York Obstetrical Society, aged 90 ; Dr. 
ARNARDO ANGELUCCcI, professor of ophthalmology at 
Naples ; and Dr. Lotuinizre Harwoop, dean of the 
medical faculty of the French University of Montreal and 
professor of clinical gynaecology at the Hédpital Notre 
Dame. 


= 
| 
Lt 


836 <Avuc. 18, 1934] 


THE SERVICES 


Tue Britisn 
MEprcat JouRNAL 


The Services 


DEATHS IN THE SERVICES 


Colonel John Garvie, K.H.S., Bengal Medical Service (ret.), 
died at Bideford on July 24th, aged 71. He was born on 
May 3rd, 1863, the son of William Garvie, manufacturer, 
of Perth, and was educated at Edinburgh, where he graduated 
C.M. “in “9885: Entering the I.M.S. as surgeon on 
March 21st, 1887, he became colonel on March 24th, 1917, 
and retired on March 25th, 1922. He was appointed honorary 
surgeon to the King on June 20th, 1920. He served in 
the Zhob campaign on the North-West Frontier of India 
in 1890. 


Lieut.-Colonel George Speirs Alexander Ranking, C.M.G., 
Bengal Medical Service (ret.), died at Caversham on July 
14th, aged 82. He was born at Hastings on January 9th, 
1852, the son of Robert Ranking, Esq., surgeon, and was 
educated at Aldenham School, Herts, at Bart’s, and at 
St. Catherine's College, Cambridge, where he was a scholar. 
He took the M.R.C.S. and L.S.A. in 1874, and graduated at 
Cambridge as B.A., with honours, in the Natural Science 
Tripos, in 1873, as M.B. in 1875, and as M.D. in 1879. 
Oxford also gave him the M.A. in 1905. He entered the 
I.M.S. as surgeon on March 3lst, 1875, passing first out of 
Netley, where he won the Herbert prize ; became surgeon 
jieutenant-colonel after twenty years’ service, and_ retired, 
with an extra compensation pension, on May 3Ist, 1905. 
During his first years of service he served for some time in 
the Bengal Cavalry ; in 1892 he acted as professor of chemistry 
in the Calcutta Medical College, and as chemical examiner 
to the Government of Bengal ; and in 1898 he held the post 
for some time of surgeon superintendent of the Presidency 
European General Hospital, Calcutta. From early in_ his 
service he devoted himself to the study of Oriental languages, 
and from 1894 to 1905 held the post of examiner to the 
Government in Oriental languages, and assistant secretary 
to the Government of India. He was the author of many 
works on Oriental languages: Hidayatu-l-Hukuma, 1878 ; 
Arabic and Persian Prosody, 1885; Talim i Zaban-i-Urdn, 
1889 ; Glossary to Bagh-o-Bahar, 1901 ; Engiish-Hindustani 
Dictionary, 1905 ; edited and translated Tawarikh-i-Badaoni, 
1898 ; and one small professional work, On Preservation of 
Health in India, 1903. After retirement he settled at Oxford, 
where he was lecturer in Persian from 1969 to 1920. On 
March 15th, 1909, he was appointed lieutenant-colonel in the 
R.A.M.C.(T.F.), and commandant of the Third Southern 
(Oxtord) General Hospital, a post which was probably con- 
sidered a sinecure at the time, but became one of hard work 
and of great importance during the war. He was mentioned 
in dispatches in the London Gazette of July 27th, 1917, and 
received the C.M.G. ; and later the Territorial Decoration in 
1923. He retired from the Territorial Forces on September 
19th, 1923. In 1875 he married Elizabeth Maunsell, daughter 
of John Duncan, Inspector-General, Royal Irish Constabulary. 
She died in 1927, leaving one son. 


Lieut.-Colonel George Henry Baker, Bengal Medical Service 
(ret.), died at Bournemouth on May 22nd, aged 74. He was 
born on May 11th, 1860, the son of George Philip Baker of 
Portsea Island, Southampton, was educated at Charing Cross 
Hospital, where he was Golding scholar, and took the L.S.A. 
in 1884 and the M.R.C.S. in 1885. Entering the I1.M.S. as 
surgeon on October Ist, 1885, he became lieutenant-colonel 
after twenty vears’ service, and retired on December 24th, 
1913. Most of his service was spent in civil employ in the 
United Provinces. He served in the Burmese campaign of 
1886-7, in the 6th Brigade, and received the frontier medal 
with a clasp; and in the Tirah campaign of 1897-8 (medal 
with clasp). After retirement he rejoined for service in the 
war of 1914-18. 


Major Robert O’Kelly, R.A.M.C. (ret.), died at Crecon, 
County Limerick, on June 14th, aged 49. He was born on 
January 16th, 1885, and was educated in Dublin, where he 
took the L.R.C.P. and S.I. in 1907. Entering the R.A.M.C. 
as lieutenant on February 4th, 1968, he became major after 
twelve years’ service, and retired, on account of ill-health, 
on March 30th, 1927. He served in the war of 1914-18. 


Major John Hay Duguid, R.A.M.C. (ret.), died on May 
27th, aged 57. He was born on July 13th, 1876, and was 


educated at Aberdeen, where he graduated M.B., Ch.B. in 
1901. Entering the R.A.M.C. as lieutenant on January 31st, 
1903, he became major on October 31st, 1914, and _ retired 
on February 10th, 1923. 
at Walford. 


After retirement he was in practice 
He served in the war of 1914-18. 


Medical News 


The annual dinner of the Chartered Society of Massage 
and Medical Gymnastics will be held at the Café Royal, 
Regent Street, W., on Wednesday, September 26th, at 
7.30 p.m. 


The programme for the fifty-third post-graduate course 
of the Medical Faculty of Vienna has now been issued, 
This course will extend from September 24th to October 
8th, and will deal more particularly with recent advances 
in general medicine and therapeutics. Copies of the pro- 
gramme can be obtained from the office of the Medical 
Faculty in the University, Ring des 12 November, 
Vienna 1. 

The next lecture-demonstration arranged by the Fellow- 
ship of Medicine and Post-Graduate Medical Association 
(1, Wimpole Street, W.) will be given by Dr. Clark- 
Kennedy, at 11, Chandos Street, W., on August 21st, at 
2.30 p.m. ; the subject will be asthma. The following 
lecture will be on August 28th, on loss of voice. Forth- 
coming courses include infants’ diseases at the Infants 
Hospital, September 8rd to 15th ; chest diseases for 
M.R.C.P. candidates, at the Brompton Hospital, Sep- 
tember 10th to October 5th ; and medicine, surgery, and 
the specialties at the Westminster Hospital, September 
17th to 29th. The Panel of Teachers provides daily in- 
struction in various branches of medicine and surgery. 

The Fellowship of Medicine announces that a course in 
infants’ diseases, specially arranged for medical officers of 
welfare centres and others interested in nutritional dis- 
orders and dietetics, will be given at the Infants Hospital, 
Vincent Square, Westminster, S.W., from September 3rd 
to 14th. The fee for the full course is £3 3s., and the 
names of qualified practitioners wishing to attend the 
course (the number is limited to fifteen) should be sent 
to the Secretary, 1, Wimpole Strect, W.1, by August 30th. 

The first International Congress of  Electro-radio- 
biology will take. place from September 10th to 15th 
in the Doge’s Palace at Venice under the presidency of 
the Marquis Guglielmo Marconi and Count Giuseppe Volpi 
di Misurata. The object of the congress is to hold joint 
discussions between physicists, chemists, biologists, and 
physicians, on biological actions of all radiations, in erder 
to co-ordinate the respective investigations. The biologist 
will learn from the physicist the theoretical and experi- 
mental basis of physical researches on the vibratory and 
corpuscular phenomena. The physicist and the physico- 
chemist will learn from the biologist what are the in- 
fluences that these phenomena have on cellular elements, 
on complex tissues, and on organic processes. The applica- 
tions of radiations to medicine will not be examined and 
discussed. Further information may be obtained from 
the general secretary of the congress, Dr. Giocondo Protti, 
S. Gregorio 173, Venice, Italy. 

The thirtieth congress of the Italian Society for Oto- 
rhino-laryngology will be held at Padua from September 
6th to 8th, when the following subjects will be discussed: 
the surgery of the ethmoid, introduced by P. Carco, G. 
Lugli, and M. Silvagni ; and the lymphatic tissue and its 
importance in the development of laryngeal tuberculosis, 
introduced by R. Motta, G. Salvadori, and V. Tanturri. 

The fourth congress of the Latin Oto-rhino-laryngo- 
logical Society will be held at Brussels from September 
20th to 25th under the presidency of Dr. E. Buys. 

The eighth congress of the French societies of oto- 
neuro-ophthalmology, which was to have been held at 
Barcelona this year, has been postponed to next Easter, 
when it will probably be held at Nice. 

The Industrial Welfare Society (14, Hobart Place, West- 
minster, S.W.1) has issued a pamphlet on the scope, 
administration, equipment, and_ stafling, etc., of works 
laundries. 

Major-General D. J. Collins, C.B., C.M.G., D.Sc., M.D., 
has been appointed a deputy lieutenant for the County 
of London. 
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After providing for a bequest of £500, the will of Mr. 
Gerald B. Atkins, Brentmead Place, Hendon, who left 
£11,041 (net personalty £10,035), leaves the residue upon 
trust to pay the income between Guy’s Hospital, St. 
Bartholomew's Hospital, Moorfields Eye Hospital, St. 
George’s Hospital, and the Mildmay Maternity Nursing 
Association. If either ceases to exist or ceases to be 
supported by voluntary contributions by reason of its 
being taken over or run by the State or the L.C.C., or 
any local or other authority or public body, such interest 
is to cease. 

An institute of public health has recently been founded 
in Rome, consisting of laboratories for chemistry, 
bacteriology, biology, and sanitary engineering. a library, 
and a museum. 

By a recent ministerial decree every cinema in Spain 
has been ordered to exhibit films of a public health 
character, supplied by the Subsecretary of Health and 
Weifare, for at least twelve minutes at each performance. 


Geh. Med. Rat Professor Emil Abderhalden, director of 
the Physiological Institution of Halle University, has 
been elected a corresponcing foreign member of the 
Vienna Academy of Sciences. 

Dr. J. L. Faure, professor of clinical gynaecology, and 
Dr. Brindeau, professor of clinical obstetrics, in the Paris 
Faculty of Medicine, have been elected members of the 
Académie de Médecine. 

Professor Emile Gallemaerts, a former president of the 
Belgian Académie de Médecine, has been nominated an 
officer of the Legion of Honour. 


Letters, Notes, and Answers 


All communications in regard to editorial business should be addressed 
to The EDITOR, British Medical Journal, B.M.A. House. Tavistock 
Square, W.C.1. 

CRIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. Correspondents who wish notice to 
be taken of their communications should authenticate them with 
their names, not necessarily for publication. 

Authers desiring REPRINTS of their articles published in the British 
Medical Journal must communicate with the Financial Secretary 
and Business Manager, British Medical Association House, Tavi- 
stock Square, W.C.1, on receipt of proofs. Authors over-seas 
should indicate on MSS. if reprints are required, as proofs are 
not sent abroad. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journal, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBER of the British Medical Association 
and the British Medical Journal is EUSTON 2111 (internal 
exchange, four lines). 

The TELEGRAPHIC ADDRESSES are: 

EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 
Westcent, London. 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London. 

MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the Irish Office of the British Medical Association is 
18, Kildare Street, Dublin (telegrams: Bacillus, Dublin; tele- 
phone: 62550 Dublin), and of the Scottish Office, 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh ; telephone; 
24361 Edinburgh). 


QUERIES AND ANSWERS 


Regeneration of Nail Tissue 


F. F.”” (Bromley) has a case in which, owing to an accident 
some two months ago, the skin on the dorsum of the 
thumb was caught and wrenched up just above the nail 
matrix. The entire nail was pulled up off its bed and 
dragged up to the pulp of the thumb, the flap involved 
remaining attached. At this stage ‘‘ F. F."’ saw it, and 
replaced the fiap. Subsequently the entire remains of the 
thumb nail appeared to have been absorbed and_ replaced 
by what seems to be fine scar tissue. The matrix is 
proliferating a new nail from the proximal end of the scar 
tissue, or nail groove, and the nail is being reproduced 
from the sides of the nail groove (more so from the inner 
side). There is, however, a comparatively large area of the 
scar tissue in the nail groove which does not, so far, show 
Signs of proliferating nail. Is it likely that there is a 


Stratum of nail epithelial cells below this scar tissue, and 


that this can be induced to nail reactivity by fine, minute 
punctures of the scar tissue, stage by stage, and dressing 
with iodex? 
Nail-biting 

Lisertas,”’ in reply to ‘‘ M.B.Ed.’’ (August 4th, p. 240), 
writes: Let the child of 11 years old be shown daily that 
her nearest and dearest care. Let her be shown that the 
cure is in her own hands, and that the habit is her slave 
and not her master. Let her have congenial company, and 
occupations. Let her be told gently and in confidence that 
other habits—for example, masturbation, lurk ready for the 
uncontrolled. If still necessary, when much older, let her 
know that nail-biting is among the possible symptoms of 
mental deficiency. 


Dr. A. G. Bucuanan (London), in reply to ‘‘ M.B.Ed.,” 
writes: I have cured a large number of cases of nail-biting 
by hypnotic suggestion. 


Major H, (Dorchester) writes in reply to 
‘““ M.B.Ed.’’: I recently had a similar case, which was cured 
when the child’s mother gave her a manicure set and taught 
her to take a pride in her nails. The set included “‘ liquid 
nail polish,’’ which particularly pleased the child, and a 
pair of nail clippers which could be used with either hand. 


Insect Bites and lodine 


Dr. T. M. Curnpert (Gidea Park) writes: I can endorse Dr. 
Pringle’s finding. All my cases of septic insect bites have 
been ‘‘ first-aided’’ with iodine. One had commencing 
erysipelas when first seen four days after the bite—the 
patient died from septicaemia. I feel sure iodine ought not 
to be applied to insect bites, but it seems a universal treat- 
ment, probably originating in a newspaper article. 


Spermatorrhoea when Bathing 


Dr. AxtstarR R. Frencu (Greenford) writes in reply to 
“M.D., D.P.H.’s’’ inquiry concerning the above condi- 
tion: I suggest that he might obtain some help from the 
perusal of Dr. Max Huhner’s book Disorders of the Sexual 
Function, published by the F. A. Davis Company of 
Philadelphia. 

Over-smoking 

‘A. K.” (Gravesend) writes: In reply to your corre- 
spondent’s inquiry on this subject, it may be of interest 
to record the following instance in which I was successful 
in effecting an improvement. Some time ago, having to 
mect an in-coming ship, I noticed on the bridge a bowl 
containing numerous cigarette ends. The captain, whose 
hands were very shaky, and who admitted to excessive 
cigarette smoking, agreed to my suggestion that he should 
substitute caramels for the smoking of cigarettes. The 
next time I saw him on his ship the bowl was full of 
caramel wrappings instead of cigarette ends. His hands 
were steady and his smoking had been reduced to a very 
moderate amount. 


Dr. E. N. Saywert (London, N.W.1) writes: Has 
“F.C. R.’s’”’ patient tried complete abstinence from 
tobacco for forty-eight hours? I know of several cases 
completely cured of the craving by this means. If the 
patient wishes to continue moderate smoking, Paton, in 
his Hormone Therapy, gives a remedy which he has found 
efficacious, but I have not tried it. 


G.P. Laboratory Equipment 
‘OW. writes in reply to ‘‘ Q. R. S.’s’’ inquiry (Journal, 
June 2nd, p. 1015): The following information may be of 
use to your correspondent. An egg incubator, which can be 
bought second hand, working with gas or oil, is perfectly 
efficient ; regulators and lamp heaters can be obtained which 
keep a very good and regular temperature. For a sterilizer 
a ‘‘ pentecon ’’ may be used ; size 5 is, however, too small. 
There is an efficient centrifuge, made in Germany, which is 
quite cheap ; test tubes 1/2 in. by 5 in. are suitable, and 
smaller Wassermann tubes can also be used. Cf dyes, the 
‘‘ tabloid ’’ seem to be the most economical. Beef extracts 
are of value, otherwise it pays to purchase media. The 
dried media are useful, and, if one only uses small quanti- 
ties, cheap. The ‘‘ tabloid’’ brand is again to be recom- 
mended. Storage trouble can be diminished by cutting 
slides into three and mounting temporarily on another slide 
for examination. Sedimentation tubes, which can be made 
at home, are cheap to buy. A home-made colorimeter can 
be made from plasticine with a screen of paper having slots 
cut in it. Suitable measuring apparatus can be obtained 
from Baird and Tatlock. As regards renal function tests, 
it is better to buy the tube. Bromine can be obtained in 
ampoules of 1 c.cm., and four samples can be examined with 
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each ampoule. Capillaries made from broken test tubes are 
useful for doing coagulation times. Sugar estimations are 
easily done with a burette and Benedict’s solution in a dish. 
There is a cheap blood nitrogen set on the market. Analysis 
of stomach contents is quite simple to do with indicators 
and the burette: solutions are easily made up. For the 
laboratory bench, a kitchen table, equipped with spirit- 
lamp and bought test-tube racks, sutfices. Glass slides 
rubbed with sandpaper and turpentine give a good surface 
for writing labels. A sheet of giass should be fixed on the 
table, with paper, half white and half black, gummed 
underneath. 
Pruritus with Jaundice 

Dr. J. Watkin Epwarps (London, S.E.20) writes: I am 
interested in the inquiry made in the Journal of June 16th 
concerning the treatment, or relief, of pruritus associated 
with jaundice, and am reminded of a case which came 
under my observation some years ago in a patient who had 
been a medical student in London. This man had an 
attack of jaundice (after fish or pork, I forget which), very 
marked, and complicated by this maddening itching of the 
skin, which nearly drove him frantic. I tried the usual 
treatment for catarrhal jaundice, and soothing applications 
to the skin, with very unsatisfactory results. After a few 
days, finding no improvement, he expressed a wish to 
come to London to see one of his old teachers. I readily 
consented, and he chose that excellent physician the late 
Sir William Broadbent. After an examination, Sir William 
assured him that the itching would have disappeared by the 
next day. Although it is now many years ago, I distinctly 
remember that the chief ingredient in the prescription 
(which definitely did remove the pruritus by the next day, 
and without any relapse) was sodium phosphate. This 
good old-fashioned medicine is rather badly neglected in 
these days. I have never forgotten its usefulness in the 
above case, and often find it valuable in liver troubles. 
I write this letter in the hope that it might be of some 
value to revive the use of a good medicine and to meet 
the needs of your correspondent ‘‘ P. J. M.’’ 


Income Tax 
Assessment in Excess of Return 

SENEX ’’ made a return and has been assessed in excess of 
the amount returned. (Apparently the ‘‘ demand note ”’ to 
which he refers was a formal notice of assessment issued to 
give opportunity for objection to be lodged.) He has been 
requested to supply particulars of expenses—and presumably 
a statement of gross receipts—but the inspector will not 
say how the original assessment ‘‘ made by commissioners ’’ 
had been arrived at. 

** There are two bodies of commissioners, who sit at 
infrequent intervals: (a) the additional commissioners, who 
are responsible for the making of assessments ; and (b) the 
general commissioners, who hear objections thereto. If the 
former did not have the return when the assessment was 
made, or thought it inadequate, they would make an assess- 
ment on estimate. Presumably something of that sort 
happened. ‘‘ Senex ’’ was formally notified, and now has 
the alternative of coming to an agreement with the inspector 
or of appealing to the general or special commissioners, who 
will personally consider any evidence he may wish to put 
forward. We suggest that a personal discussion at the 
inspector’s office will probably be the best way of reaching 
a proper settlement. 


LETTERS, NOTES, ETC. 


A Campaign Against Rats 


An account of their campaign against rats in Beyrouth, where 
bubonic plague has been endemic for more than a decade, 
is given by L. V. R. Jupe and J. V. H. Luser in Arch. 
de, Méd. et de Pharmacie Militaives for February, 1924. In 
1920 there were sixty-two cases, in 1921 there were twenty, 
and in 1932 as many as forty-nine cases. The campaign 
included all the measures hitherto advocated. Among 214 
rats examined between May, 1952, and September, 1933, 
eleven were found to be infected. Although rats were 
destroyed by the thousand by trapping, etc., it was realized 
that for a town with a population of 209,000 inhabitants 
something more radical must be done. Preliminary tests 


were accordingly made with the Danish virus ratin, and 
with the highly toxic preparation of squill, known as ratinin. 
The system adopted was to distribute the bait, imnoregnated 
with ratin, all over the town, and, after thre2 weeks, to 
provide the survivors with bread, tish, or cheese imoreg-ated 


with ratinin. <A credit of 299,009 francs was provided fo 
the purchase and distribution of these two poisons da 
fifty persons were employed on the preparation of 12,000 
baits every day. They were put down in the evening ‘and 
the few that were lett untouched were removed next mom 
ing. In the course of one year three million such baits 
were distributed. The exploration of certain burrows 
revealed many dead rats, whose bodies had dried up without 
smelling of decomposition. Though no exact figures could 
of course, be quoted, it was the unanimous opinion of the 
inhabitants that the rat population been great 
reduced. During 1933 there were only four human in 
of plague—a result which the authors are inclined to 
attribute to their vigorous campaign against Beyrouth’s rats, 


“Revue de Rhumatisme” 


Recently a mew periodical, devoted to the study of then. 
matism, has been started in France, under the title of 
Revue de Rhumatisme. The policy of the editors is to 
include authoritative articles, by well-known specialists, on 
rheumatism, reports of societies and abstracts of articles on 
rheumatic subjects, and reviews of appropriate books. The 
first number contains a long article by Drs. Fernand 

Bezangon and Mathieu-Picrre Weil on the pathology of 
joints. This must prove a most valuable summary of 
recent views on the subject. Among other things, Pember- 
ton’s theories on the influence of capillary circuiation and 
the autonomic vascular control are summarized, and the 
differences in the pathological process underlying osteo- 
arthritis and rheumatoid arthritis are described. From 
these considerations the rationale of modern treatment of 
chronic rheumatism is deduced, and a hopeful outlook igs 
held for the future success even in this chronic and dis- 
heartening disease. We welcome this venture, and hope 
that it will contribute to the relief of the social scourge 
which is its subject. 


A Family Record of Hospital Service 


There has recently been issued a revised list, alphabetical and 
local, of the old students of St. Thomas’s Hospital, S.E.1, 
The compilation of this book has been the work of 
Robert S. Hopkins, School Bedell, and this number repre- 
sents his last effort before retiring, on August 11th, after 
fifty-four years of service to the hospital. A London 
correspondent writes: Hopkins’s family holds a remarkable 
record at St. Thomas’s: in 1880 he himself was appointed 
as a messenger at the age of 14, his father served as porter 
from 1843 to 1880, while his grandfather, who worked in 
connexion with the medical school at the old hospital in 
St. Thomas’s Street, was employed from 1823 to 1843. 
The combined services of the family thus cover 111 years. 
During his fifty-four years Robert Hopkins has worked for 
six medical secretaries, while a wealth of student material 
has passed through his hands. He is rightly credited with 
an almost infallible memory for names and faces, and it is 
recorded that however much time may have elapsed since 
he last saw an old student he never fails to recognize him. 
One mistake is, however, alleged in the case of a twin 
brother, but even this has been denied. 


High Carbohydrate Diets and Insulin Efficiency 
A Correction 


Dr. H. P. Himsworrnu writes: In my article on the above sub- 
ject, which appeared in the Journal of July 14th, 1934 (p. 57), 
{ have unfortunately made a mistake in the references. 
The second reference, concerning the glucose equivalent of 
insulin, I attributed to F. M. Allen ; it should really have 
been attributed to F. M. Allan of Lahey Clinic, Boston. 
Dr. Allan has drawn my attention to this error, and I should 
be grateful if you could publish a correction of my mistake. 


Correction 

Professor F. J. Browne writes: Will you please let me, in 
justice to the Central Midwives Board, correct an error that 
has crept into my paper ‘‘ Are we Satisfied with the Results 
of Ante-natal Care?’’ published in your issue of August 4th, 
on page 196. The percentage of failures in the examia- 
tions of the Central Midwives Board is there stated as ten. 
This should be seventeen. 


Vacancies 

Notifications of offices vacant in universities, medical colleges, 
and of vacant resident and other appointments at hospitals, 
will be found at pages 34, 35, 36, 37, 38, 39, 42, and 43 of our 
advertisement columns, and advertisements as to partnes 
ships, assistantships, and locumtenencies at pages 40 and 41. 
A short summary of vacant posts notified in the advertise 

ment columns appears in the Supplement at page 148, 


\\ 


; 

Clo 
atte 
hay 
| few 
ent 
| wo! 
resi 
| by 
doe 
of 
to 
oth 
of 
wh 
reg 
( 
ma 
ar 
is 
cor 
of 
the 
| Th 
| pri 
the 
| ove 
to 
ani 
( 
em 
| the 
| ren 
fac 
ha’ 
WI 
eff 
est 
of 
al 
| col 
| int 
no 
| un 
| Wi 
po: 
wo 
suy 
the 
mo 


